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Abstract 
 
Childhood conduct problems (CP) are associated with significant impairment and disruption 
for the individual and their environment, and account for the greatest cost to psychological 
services of all childhood psychopathologies. It is now well established that the most chronic 
and severe patterns of antisocial behaviour are initiated early in life. Harsh and coercive 
discipline has been identified as one of the strongest risk factors for the development of early 
CP. Across a range of psychopathologies, parental causal attributions have been found to 
contribute to these negative parenting practices. In spite of growing evidence regarding the 
importance of parental attributions, no research has examined attributions in relation to CU 
traits. High callous-unemotional (CU) traits represent a risk pathway for particularly severe CP 
among children with early-onset antisocial behaviours. A meta-analysis of studies examining 
CU traits in children prior to five years of age demonstrated a significant positive relationship 
between CU traits and conduct problem severity, in the order of a large effect size. Research is 
needed to understand the contributions of parenting risk processes to early childhood conduct 
problems and CU traits.  
The aim of the current study was to examine parental attributions concerning conduct problems 
and CU traits among parents of children referred for conduct problems in early childhood. 
Eighty parents and their children participated in the research project. Participation required the 
completion of a number of questionnaires measuring parental attributions, negative parenting, 
parent depression, child temperament and child behaviour. Observational data of interactions 
between the parent and child were also coded to assess the emotional quality of the parent-
child relationship.  
vii 
Hypotheses concerning associations between parental attributions, parental responses and 
conduct problems were partially supported. CP severity was associated with internal 
attributions, negative affective responses and overreactive discipline. While internal and 
controllable attributions were associated with parent negative affect, no significant interactions 
were found between parental attributions and parental responses in the prediction of CP. 
Hypotheses concerning associations between parental attributions, parental responses and CU 
traits were not supported. CU traits were not associated with any parenting variable. It was 
found however, that parent generated negative attributions were associated with harsher 
parenting towards CU traits. The finding that parent generated negative attributions were higher 
for CP than CU traits was consistent with the suggestion that a child’s age may be a protective 
factor against negative attributions towards CU traits.  
The results of the current study suggest that while parental attributions may not play an 
important role in the development of early childhood CP and CU traits, they may influence 
how parents respond to particular child behaviours. Hence, exploring parents’ causal reasoning 
for child behaviour may provide important insights into dysfunctional parenting processes. The 
thesis highlights that the presence of CU traits is a marker for particularly severe conduct 
problems beginning in early childhood, and that greater understanding is needed of the parent-
child dynamics that shape early developmental trajectories associated with CU traits.  
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Chapter 1 
Overview of Childhood Conduct Problems 
 
Childhood conduct problems are one of the most common reasons children are referred for 
clinical treatment, and have been found to account for the greatest cost to psychological, 
psychiatric and social services of all childhood psychopathologies (Keenan & Wakschlag, 
2002; Scott, Knapp, Henderson & Maughan, 2001). Current models of antisocial behaviour 
highlight heterogeneous risk pathways among individuals showing childhood-onset conduct 
problems, with particular emphasis on distinct child temperamental profiles interacting with 
parenting processes. This thesis is primarily concerned with parents’ cognitions regarding the 
causes of their child’s behaviour, among parents of children clinically referred for early 
childhood conduct problems. It will explore whether the model of parents’ causal attributions 
can be enhanced by research focused on the presence of callous-unemotional (CU) traits, which 
serve as a marker for severe forms of conduct problems. This chapter contains a review of key 
literature regarding features and risk processes in the development of conduct problems and 
CU traits. The literature reviewed leads to the introduction of the current study, with research 
aims and hypotheses outlined.  
1.1 Features and Risk Factors 
Conduct problems refer to behaviours under the conduct-oppositional spectrum, including 
antisocial, aggressive, dishonest, delinquent, defiant and disruptive behaviours.  Childhood 
conduct problems are associated with significant impairment in the individual’s emotional, 
social, academic and occupational adjustment, disruptions in the home, school and other 
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environments and the involvement of the criminal justice system (Wolff & Ollendick, 2010). 
The heterogeneity of childhood conduct problems is now well recognised. Research has 
demonstrated that there is great variability in the type of conduct problem behaviours that are 
shown, the level of impairment, the risk for later negative outcomes and the response to 
treatment (Frick, 2012). Consequently, numerous attempts have been made to classify children 
with conduct problems into meaningful subgroups.  
One method of classification concentrates on differences in behavioural manifestations of 
childhood conduct problems. The Diagnostic and Statistical Manual of Mental Disorders 
(DSM-V; APA, 2013) classifies conduct problems into two disorders; Oppositional Defiant 
Disorder (ODD) and Conduct Disorder (CD). ODD is characterised by a pattern of anger, 
defiance or vindictiveness. CD is characterised by a pattern of more severe behaviour in which 
the rights of others and societal norms are violated, including aggression towards people or 
animals, stealing, destruction of property and deceitfulness (APA, 2013). An alternative 
method is to focus on the function of the child’s aggressive behaviour. This distinguishes 
between aggression without immediate provocation that is used as a means of achieving an 
outcome versus aggression that is an affective-laden, impulsive and defensive reaction to a 
perceived threatening stimulus. This is known as proactive and reactive aggression respectively 
(Wolff & Olendick, 2010).  
It has been found however, that greater prognostic utility is achieved by focusing on differences 
in developmental causal mechanisms that underlie the behaviours (Marsee & Frick, 2007). One 
well supported example is the age of onset subtyping included in the criteria for CD in DSM-
V (APA, 2013), which differentiates between children whose symptoms emerge before 10 
years of age from those with an onset after this time.  In a comparison of childhood risk factors, 
the childhood-onset group has been reported to show greater physical aggression, impulsivity, 
attention and emotion regulation difficulties, deficits in executive functioning and lower 
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intelligence than the adolescent-onset group. They are also from families of lower 
socioeconomic status, with more harsh and inconsistent discipline, family conflict and 
disturbed peer relationships (Frick & Viding, 2009; Moffitt & Caspi, 2001). With regards to 
life course trajectories, childhood-onset conduct problems tend to increase in rate and severity 
into adolescence, and are more likely to continue into adulthood (Lahey & Loeber, 1994; 
Moffitt, Caspi, Harrington & Milne, 2002). For example, men who display significant conduct 
problems prior to adolescence have been found to have greater mental health problems, 
substance dependence, financial problems, work problems and drug-related and violent crime 
including violence against women and children (Moffitt et al., 2002).  
These different risk factors and outcomes have led Moffitt and colleagues (2002) to propose a 
developmental model of different causal mechanisms for the two groups. For the childhood-
onset group, it is theorised that inherited or acquired neuropsychological variation leads to 
difficult child behaviours that are exacerbated in a high risk social environment. This 
dysfunctional transactional process disrupts the child’s socialisation, leading to problems in the 
child’s psychosocial adjustment. On the other hand, children in the adolescent-onset group are 
conceptualised as showing an exaggeration of the normative process of adolescent rebellion, 
with problem behaviours seen as an attempt to gain a subjective sense of adult status that is 
encouraged by an antisocial peer group. Antisocial behaviours are seen as unlikely to persist 
once they age into real adult roles (Moffitt et al., 2002).  
Despite these important differences between the two groups, there still appears to be significant 
sources of heterogeneity within the childhood-onset group in terms of both etiology (Viding, 
Blair, Moffitt & Plomin, 2005) and outcomes (Odgers et al., 2007). This has led researchers to 
explore whether additional distinctions can be made between children with an early onset to 
their antisocial behaviour. Much work has been based on the adult forensic literature 
concerning the construct of psychopathy, which has proven to identify a particularly severe 
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and violent subgroup of adults whose antisocial behaviour often extends well into childhood 
(Hare, Forth, & Strachan, 1992; Leistico, Salekin, DeCoster & Rogers, 2008). Although debate 
continues about how best to define the construct of psychopathy in adults, a recent review has 
highlighted three major dimensions; a) an impulsive and irresponsible behavioural style with 
impaired regulation of affect and urges, b) an arrogant interpersonal style with a tolerance for 
unfamiliarity and danger and c) deficient affective experience including lack of empathy, 
exploitativeness and excitement seeking (Skeem, Polaschek, Patrick & Lilienfeld, 2011). 
Research with adolescents and children as young as three years old has consistently identified 
similar personality dimensions, known as impulsiveness, narcissism and callous-unemotional 
(CU) traits (Colins et al., 2014; Dadds, Fraser, Frost & Hawes, 2005; Frick, Boden & Barry, 
2000; Vitacco, Rogers & Neumann, 2003).  
1.2 Callous-Unemotional Traits  
Although all three personality dimensions of psychopathy are often elevated in children and 
adolescents with severe conduct problems, CU traits seem to designate a specific subgroup 
within antisocial individuals (Frick, 2009). CU traits are conceptualised as a core cluster of 
features based on the affective component of psychopathy (i.e. a lack of empathy, a lack of 
guilt, and a manipulative use of others), and have often been studied as a continuous dimension 
(Frick, Ray, Thornton & Kahn, 2014). Child and adolescent studies have often found mean 
levels of CU traits to be higher among boys than girls (Dadds et al., 2005; Ficks Dong & 
Waldman, 2014), however some studies have found no sex differences (Dong, Wu & 
Waldman, 2014). 
1.2.1 Clinical Utility of CU traits 
The clinical utility of CU traits has been highlighted by a number of qualitative reviews by 
Frick and colleagues (Frick & Dickens, 2006; Frick & White, 2008; Frick, Ray, Thorton & 
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Kahn, 2014) which demonstrate that CU traits are predictive of more severe and chronic 
antisocial behaviour, and high levels of proactive aggression. The most recent review (Frick et 
al., 2014) examined 54 cross-sectional and 37 longitudinal studies which utilised a measure 
specifically of CU traits. These studies included community, clinical and forensic samples, 
with children ranging in age from 2 to 21 years old. Of the cross-sectional studies, 96% found 
a significant association between CU traits and measures of aggression, delinquency, severe 
conduct problems or substance use. For example, Enebrink, Andershed and Langstrom (2005) 
reported that boys aged 6 to 13 years with clinic referred conduct problems and high levels of 
parent reported CU traits demonstrated significantly higher levels of aggressive and delinquent 
behaviour.  
Of the longitudinal studies, 84% showed a predictive relationship between CU traits and 
aggression, delinquency, violent recidivism, severe conduct problems or antisocial personality 
disorder, with follow-up intervals ranging from one month to 20 years. Frick, Cornell, Barry, 
Bodin and Dane (2003) reported that in a community sample of children aged 10 to 17 years 
old, those with conduct problems and high CU traits showed higher levels of proactive 
aggression, delinquency and police contacts across a four-year period compared to youths with 
conduct problems but normative levels of CU traits. Importantly, a number of studies 
demonstrated that CU traits were associated with antisocial outcomes even when controlling 
for conduct problem severity, impulsivity or ADHD. Byrd, Loeber and Pardini (2012) found 
for example that parent and teacher reported CU traits at age seven predicted criminal 
behaviour at age 25 among a community sample of boys, even when controlling for childhood 
CD, ODD and ADHD.  
The strength of the empirical support for CU traits as a marker of a particularly severe pattern 
of antisocial behaviour has led to the introduction of CU traits (termed ‘limited prosocial 
emotions’) as a diagnostic specifier for CD in DSM-V (APA, 2013). Research has indicated 
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that 10-50% of youth with CD would be designated with the specifier, depending on the 
informant (Kahn, Frick, Youngstrom, Findling & Youngstrom, 2012). While the DSM-V 
(APA, 2013) indicates that the specifier of CU traits is only meaningful among children with a 
diagnosis of CD, research has indicated that CU traits are relevant to other externalizing 
disorders, particularly ODD (e.g. Frick, Cornell, Bodin, Dane, Barry & Loney, 2003; Ezpeleta, 
Osa, Granero, Penelo & Domenech, 2013). This is supported by research that has identified the 
spiteful/vindictive dimension of ODD in DSM-V as a potential marker for proactive aggression 
and callousness (Stingaris & Goodman, 2009). Further, the presence of CU traits has been 
demonstrated to be of clinical significance even in the absence of concurrent antisocial 
behaviour (Viding & McCrory, 2012). On this basis, it has been suggested that CU traits be 
viewed as a transdiagnostic marker in childhood (Rutter, 2012).  
1.2.2 Stability of CU Traits 
There is now much evidence to indicate that CU traits show levels of stability that are consistent 
with more established dimensions of temperament and personality in childhood and 
adolescence. Within the early-onset period for example, Dadds et al. (2005) reported moderate 
(r = .55) 1-year stability estimates for parent-reported CU traits. CU traits have further been 
shown to be relatively stable from childhood to adolescence when assessed by either self-report 
(Muñoz & Frick, 2007), parent report (Frick, Kimonis, Dandreaux & Farell, 2003) or teacher 
report (Obradović, Pardini, Long & Loeber, 2007). Obradović and colleagues (2007) assessed 
506 boys annually from ages 8 to 16, and reported relatively high rates of stability for both 
parent (r = .50) and teacher (r = .27) ratings of CU traits across nine years. CU traits also appear 
to be relatively stable from adolescence to adulthood (Blonigen, Hicks, Kruger, Patrick & 
Iacono, 2006; Lynam, Caspi, Moffitt, Loeber & Stouthamer-Loeber, 2007). Lynam and 
colleagues (2007) found that a measure of CU traits at 13 years old predicted adult measures 
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of psychopathy (r = .31) at 24 years old, even after controlling for childhood antisocial 
behaviour and other risk factors such as low socioeconomic status and harsh parenting. 
It is important to note that this stability does not mean that CU traits are unchangeable. Frick, 
Kimonis et al. (2003) reported that despite a high level of stability of these traits (r = .71) across 
a 4-year study period, there were a significant number of youth who decreased in their level of 
CU traits. Intervention research has also reported changes in CU traits, the findings of which 
will be discussed later in this review.  Identified groups of children who do show a relatively 
stable pattern of high CU traits have been found to exhibit the most severe conduct problems 
(Frick, Kimonis et al., 2003; Hawes & Dadds., 2007). 
1.2.3 Correlates of CU Traits 
The validity of CU traits in designating a distinct causal pathway to serious conduct problems 
is highlighted by examining a variety of unique correlates to CU traits. This includes studies 
investigating etiologically important genetic, cognitive, emotional, and personality variables.  
1.2.3.1 Genetic Research 
Several studies examining the heritability of CU traits have demonstrated substantial genetic 
influence (Blonigen et al., 2006; Larsson, Andershed & Lichtenstein, 2006; Taylor, Loney, 
Bobadilla, Iacono & McGue, 2003; Viding et al., 2005; 2008). Conducted predominantly with 
community samples of mixed sex twins, these studies report estimates ranging from 40% to 
67% of the amount of variation in CU traits accounted for by genetic contributions. Genetic 
factors have also been found to significantly contribute to the stability of CU traits for both 
genders (Blonigen et al., 2006; Fontaine, Rijadijk, McCrory & Viding, 2010; Forsman. 
Lichtenstien, Andershed & Larsson, 2008), although one study found that this was only the 
8 
 
case for boys in middle childhood, with stability of high CU traits in girls mainly accounted 
for by shared environment factors (Fontaine et al., 2010).  
Moreover, research suggests that the heritability of severe conduct problems depends on the 
presence of CU traits. In a community sample of seven year-old twins, Viding et al. (2005) 
reported that there was greater genetic heritability for conduct problems in those with elevated 
CU traits (81%) compared to normative levels of CU traits (30%), for which environmental 
influences were stronger. This heritability estimate was not related to the severity of conduct 
problems, and the difference was found to be even more pronounced in magnitude when 
hyperactive symptoms were controlled for at age nine (Viding et al., 2008).  
A limited number of studies have investigated potential genetic polymorphisms that may 
increase vulnerability to CU traits. Two studies examining male children and adolescents have 
found evidence to suggest that COMT polymorphisms may be related to CU traits, an enzyme 
that regulates dopamine and is associated with brain regions involved in regulating aggressive 
behaviour (Hirata, Zai, Nowrouzi, Beitchman & Kennedy, 2013; Fowler et al., 2009). An 
association has also been demonstrated between CU traits and polymorphisms on the oxytocin 
receptor, which is important in attachment, human bonding, trust and fear reduction 
(Beitchman et al., 2012; Dadds, Moul et al., 2014).  
1.2.3.2 Cognitive Characteristics 
Several studies have reported that children and youth with conduct problems and elevated CU 
traits show reduced punishment sensitivity, especially when a reward-oriented response set is 
primed (Frick, Cornell. Barry et al., 2003; O’Brien & Frick 1996; Muñoz & Modecki, 2013). 
Frick, Cornell, Barry et al. (2003) utilised a reward dominance computer task with a community 
sample of children (Mean age (M) = 12.36 years) in which the ratio of punishment trials was 
increased. It was found that children with high levels of conduct problems and CU traits played 
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significantly more trials, indicating that they may become hyperfocused on indicators of 
rewards and attend less to cues of punishment (Frick, Cornell, Barry et al., 2003). It has been 
suggested that these problems with modifying goal-oriented behaviour when punished are 
related to decreased expectations and values held regarding punishment, which have found to 
be higher in youths with elevated CU traits (Pardini, Lochman & Frick, 2003).   
The reduced punishment sensitivity in children and youth with elevated CU traits is reflected 
in findings from brain imaging studies. Structural brain studies involving male (De Brito, 
Mechelli, Wilke, Laurens & Jones, 2009) and female (Fairchild et al., 2013) youths have found 
that elevated CU traits are associated with increased grey matter concentration in the 
orbitofrontal cortex, an area of the brain implicated in reward and punishment processing and 
reversal learning. In a punishment decision making task, White, Brislin, Meffert, Sinclair and 
Blair (2013) found that CU traits were significantly associated with reduced responses within 
the dorsomedial prefrontal cortex and the anterior insula cortex, which was suggested to reflect 
a reduced sensitivity to the unfairness of the situation or to social norm violations.  
Research has also found that male children and adolescents with high levels of conduct 
problems and CU traits show significant deficits in affective empathy (i.e. to feel and care about 
how others feel) (e.g. Anastassiou-Hadjicharalambous & Warden, 2008a; Dadds et al., 2009; 
Schwenck et al., 2012), even when controlling for level of impulsivity and conduct problems 
(Pardini, Lochman & Frick, 2003). Whether the same deficits are present in females is less 
clear (Dadds et al., 2009; White, Gordon & Guerra, 2015). Findings concerning cognitive 
empathy in males (i.e. the ability to describe what and why other people feel) have been mixed, 
with studies that have utilised child respondent empathy tasks tending to find no deficits for 
elevated CU traits (Anastassiou-Hadjicharalambous & Warden, 2008a; Jones, Happe, Gilbert, 
Burnett & Viding, 2010; Schwenck et al., 2012). The inconsistency in cognitive empathy 
outcomes for high CU traits children may be explained by a finding from a large community 
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study. Dadds et al. (2009) reported that cognitive empathy deficits disappeared when males 
aged from 9 to 13 years. The authors hypothesised that males with elevated CU traits may learn 
from others how to verbalise what people feel, even if they do not share or care about those 
feelings (Dadds et al., 2009).  
1.2.3.3 Emotional Characteristics  
Research examining biological markers such as heart rate and skin conductance has generally 
found that youths with elevated CU traits display reduced emotional reactivity to aversive 
stimuli. Kimonis, Frick, Munoz and Aucoin (2008) demonstrated that higher levels of CU traits 
were associated with less skin conductance reactivity to provocations from peers in youth aged 
12 to 20 years old. Two further studies found that children with conduct problems and elevated 
CU traits displayed a lower magnitude of heart rate change when watching an emotionally 
evocative film (Anastassiou-Hadjicharalambous & Warden, 2008b; de Wied, van Boxtel, 
Matthys & Meeus, 2012), particularly when negative emotions such as sadness were concerned 
(de Weid et al., 2012), compared to children with normative levels of CU traits. 
Further research has found that children and adolescents with high CU traits are impaired in 
their responsiveness to and recognition of negative emotional cues. A number of studies using 
community, clinical and forensic samples have demonstrated that males with high levels of 
conduct problems and CU traits show deficits in recognising facial (Dadds, El Masry, 
Wimalaweera & Guastella, 2008; Dadds et al., 2006; Leist & Dadds, 2009) and body posture 
(Muñoz, 2009) cues for fear. This deficit has also been demonstrated in automatic preconscious 
fear recognition, when controlling for impulsivity and conduct problems (Sylvers, Brennan & 
Lilienfeld, 2011). Findings with mixed gender samples has been less consistent, with 
recognition deficits found for facial cues for sadness, but not fear (Fairchild et al., 2013; 
Woodworth & Waschbusch, 2008).  
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The fear processing deficits associated with CU traits prompted functional imaging studies to 
focus on the amygdala, a brain region that is commonly activated by stimuli indicating fear or 
threat (Adolphs et al., 2005). Research has found that elevated CU traits in middle childhood 
and adolescence are uniquely and significantly correlated with reduced amygdala activity to 
fearful facial expressions in both genders (Jones, Laurens, Herba, Barker & Viding, 2009; 
Marsh et al., 2008; White et al., 2012). Recent research by Lozier et al. (2014) demonstrated 
that amygdala responses to fearful expressions were differentially associated with CU traits 
and externalizing behaviour, with amygdala responses positively associated with externalizing 
behaviour but negatively associated with CU traits. Further, reduced amygdala responses were 
found to mediate the relationship between CU traits and proactive aggression, suggesting that 
proactive aggression stems from deficient empathic responses to distress (Lozier et al., 2014).  
A number of factors have been suggested to contribute to this amygdala dysfunction. For 
example, it has been suggested that lower levels of serum cortisol that found in youth with 
elevated CU traits may cause a reduction in the potentiation in the state of fear (Holi, Auvinen-
Lintunen, Lindberg, Tani & Virkkunen, 2006; Stadler et al., 2011). Other research has focused 
on eye gaze, given that the amygdala is known to be highly responsive to the eyes when 
directing attention to emotionally salient stimuli (Whalen et al., 2004). Research has 
demonstrated that children and adolescents with elevated CU traits show reduced attention to 
the eye region in fearful faces (Dadds et al., 2008) and their mothers’ faces (Dadds, Allen et 
al., 2014), when controlling for level of conduct problems. This deficit has been traced to early 
infancy, with lower preferential face tracking at five weeks of age found to predict CU traits in 
early childhood (Bedford, Pickles, Sharp, Wright & Hill, 2014). Interestingly, when males with 
elevated CU traits were instructed look at the eyes in the emotional faces presented, the deficits 
in eye gaze were reduced (Dadds et al., 2008). Dadds et al. (2008) conceptualised these deficits 
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as a failure to direct attention to the emotionally significant aspects of their environment, which 
may affect responsiveness to others’ distress and ability to benefit from parental sensitivity. 
1.2.3.4 Personality Characteristics 
CU traits have been found to be associated with distinct personality correlates compared to 
general measures of antisocial behaviour. The most consistent finding is that CU traits tend to 
be positively associated with measures of fearlessness or thrill-seeking behaviours, when 
controlling for level of conduct problems. On the other hand, conduct problems tend to be 
unrelated to measures of fearlessness and positively correlated with measures of trait anxiety 
(Essau, Sasagawa & Frick, 2006; Frick, Lilienfeld, Ellis, Loney & Silverthorn, 1999; Pardini, 
Obradovic & Loeber, 2006; Pardini, Lochman & Powell, 2007). This has been found in 
community, clinical and forensic samples in both genders, ranging in age from 6 to 18 years. 
A population-based study did note that males and females differed in terms of how the fearless 
temperament manifested, with boys with high levels of CU traits demonstrating a lack of 
sensitivity to punishment, and girls showing a heightened boldness towards novel situations 
and strangers (Barker, Oliver, Viding, Salekin & Maughan, 2011).  
There is mixed evidence regarding whether CU traits are related to measures of anxiety, and 
has been suggested to depend on the type of sample under study (Frick et al., 2014). It has been 
found that youth with high CU traits who have high rates of negative life events demonstrate 
elevated levels of anxiety whereas those with low rates demonstrate normative or low anxiety 
levels (Kimonis, Cross, Howard & Donoghue, 2013; Sharf, Kimonis & Howard, 2014). 
1.2.3.5 Summary of Correlates Research 
The research reviewed suggests that youth with conduct problems and high levels of CU traits 
show a number of unique cognitive, emotional and personality characteristics. Namely, these 
13 
 
children and adolescents show deficits in their emotional responding to signs of distress in 
others and to punishment cues, exhibit more fearless personality traits, and have conduct 
problems that are more strongly associated with genetic influences. Whereas children with 
conduct problems and normative levels of CU traits demonstrate strong reactivity to negative 
stimuli, high rates of anxiety and distress by the effects of their behaviour on others, and have 
conduct problems under more environmental influence (Frick et al., 2014). Neuroimaging 
research has provided information concerning the neurobiological underpinnings of the deficits 
specific to CU traits, with structural and functional brain imaging studies suggesting that youth 
with CU traits are characterised by amygdala dysfunction and delays in cortical maturation. 
These distinct characteristics provide strong support for the argument that for children with 
elevated CU traits, the causal processes leading to their conduct problems are different from 
those operating for antisocial children with normative levels of CU traits.    
1.2.4 CU Traits in Early Childhood 
Although the majority of research summarised has been predominantly focused on middle 
childhood and adolescence, developmental research suggests that markers for high-risk 
patterns of antisocial behaviour are actually apparent much earlier, beginning in infancy. This 
work has focused largely on physical aggression, which longitudinal research has shown to be 
highly stable from two years of age when occurring at high levels (e.g. Côté, Vaillancourt, 
Barker, Nagin & Tremblay, 2007). It has been demonstrated that not all infants use these skills 
at high rates, with systematic individual differences in aggressiveness present by the infants’ 
first birthday (Hay et al., 2011). High levels of physical aggression in infancy are predicted by 
traditional predictors of conduct problems in childhood, adolescence and adulthood, such as 
coercive parenting and mother’s conduct problems (Hay et al., 2011; Tremblay et al., 2004). 
In addition, there has also been growing recognition of the potential clinical value of identifying 
children with high-risk presentations of clinically severe conduct problems in the toddler and 
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preschool years, with serious conduct problems found to demonstrate good stability and 
predictive validity (Keenan & Wakschlag, 2002).  
Consequently, research has begun to examine the presence of CU traits in the early childhood, 
or preschool period. CU traits have been identified as a valid construct in this early period by 
a number of studies (Colins et al., 2014; Ezpeleta, Osa, Granero, Penelo & Domenech, 2013; 
Waller, Hyde, Grabell, Alves & Olsen, 2014; Willoughby, Waschbusch, Moore & Propper, 
2011). In a large community study, confirmatory factor analysis demonstrated that CU traits 
could be distinguished from ADHD and ODD in three-year old children (Willoughby et al., 
2011). Additional factor analyses have demonstrated that the three-factor conceptualisation of 
psychopathy, including a callous-unemotional factor, was found in children aged three to five 
years (Colins et al., 2014). Further, the same factor structure of the Inventory of Callous-
Unemotional Traits that has been found in older children and adults was found for children 
aged three and four years old (Ezpeleta et al., 2013). CU traits have also been found to 
demonstrate reasonable stability in preschool children (Ezpeleta et al., 2013; Willoughby et al., 
2011), with a two year stability estimate of CU traits comparable to that of ADHD and ODD 
(Willoughby et al., 2011).   
Research has started to examine whether the unique temperamental profiles found in children 
with high CU traits are present in early childhood. Willoughby et al. (2011) found that children 
who displayed high levels of ODD and CU traits at three years of age were observed as 6 month 
old infants to show less negative reactivity (both behaviourally and in terms of cardiac 
response) to their mothers’ still face, and greater recovery in positive affect once mothers’ faces 
became responsive, than children with normative levels of CU traits. Children with high levels 
of CU traits were also reported as infants to be the least responsive to parents’ efforts to soothe 
them when they were upset (Willoughby et al., 2011). CU traits in children aged three to five 
years have further been found to be negatively associated with parent reported easy 
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temperament and positively associated with fearlessness (Colins et al., 2014), reflecting 
temperamental characteristics found in older children. 
1.3 Parenting, Conduct Problems and CU traits  
Parenting is considered to be one of the strongest risk factors for childhood conduct problems 
(Bloomquist & Schnell, 2002; Hawes & Dadds, 2005). Specifically, harsh, inconsistent and 
coercive discipline has been consistently associated with the development and maintenance of 
conduct problems in children (see Dishion & Patterson, 2006). For example, mothers of pre-
school aged children clinically referred for conduct problems were found to demonstrate 
greater overreactive and lax discipline strategies than a control group of mothers, in both self-
report and observational methods (Arnold, O’Leary, Wolff & Acker, 1993).  
Further evidence for the link between parenting problems and conduct problems comes from a 
number of reviews of evidence-based treatments for childhood conduct problems, which 
indicate that parent-training is fundamental to outcome (Eyberg, Nelson & Boggs, 2008; Scott, 
Spender, Doolan, Jacobs & Aspland, 2001). For example, a multicentre controlled trial of 
parenting groups for three to eight year olds referred for conduct problems found that an 
increase in the use of more effective parenting strategies (e.g. praise to encourage desirable 
behaviour, more effective commands to obtain compliance) led to a significant reduction in 
conduct problems, compared to waitlist controls (Scott, Spender, Doolan, Jacobs & Aspland, 
2001).  
Parental psychopathology has also been established as a risk factor for conduct problems, and 
is linked to negative parenting behaviours that reflect coerciveness and hostility towards the 
child (Lovejoy, Graczyk, O’Hare & Neuman, 2000). A meta-analysis of 214 effect sizes found 
that both maternal and paternal mental health problems were significantly related to higher 
levels of externalizing problems in children aged 2 to 18 years old, with the association small 
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in magnitude. The type of mental health problem was a significant moderator, with alcohol and 
substance abuse and depression demonstrating the greatest effect sizes.  Larger effects were 
found for mothers in samples of younger children, whereas larger effects for fathers were found 
in samples of older children (Connell & Goodman, 2002). 
1.3.1 CU traits and the Relationship between Parenting and Conduct Problems 
To further understanding of the importance of parenting in childhood conduct problems, a 
recent systematic review (Waller, Gardner & Hyde, 2013) examined whether CU traits 
moderates the relationship between parenting and conduct problems. In five longitudinal and 
seven cross sectional studies using community, high risk or clinical samples the review 
indicated that the evidence was mixed, with two-thirds of the studies finding at least some 
moderating effects. Waller et al. (2013) noted that more consistent evidence was found when 
examining specific types of parenting for children with high versus low CU traits. Namely, 
there was some evidence that negative dimensions of parenting were cross-sectionally related 
to conduct problems in youth with low but not high levels of CU traits. This pattern emerged 
for inconsistent discipline in pre-school boys (Koglin & Petermann, 2008) and negative affect 
(Yeh, Chen, Raine, Baker & Jacobson, 2011), harshness (Hipwell et al., 2007), ineffective 
parenting (Oxford, Cavell & Hughes, 2003) and coercion (Pasalich, Dadds, Hawes & Brennan, 
2011) in middle-childhood.  
On the other hand, low positive parenting appeared to be related to conduct problems in 
children with high CU traits. This was demonstrated cross-sectionally in samples of boys 
(Pasalich et al., 2011) and girls (Kroneman, Hipwell, Loeber, Koot & Pardini, 2011) in middle 
to late childhood. Pasalich and colleagues (2011) found that maternal warmth coded from a 
five minute speech sample was significantly negatively associated with conduct problems in 
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clinic-referred boys aged 5 to 12 years with high but not low CU traits, with the same trend 
occurring for fathers (Pasalich et al., 2011).  
Findings concerning low positive parenting in early childhood have been less consistent, with 
CU traits found not to moderate the association between low parental involvement and conduct 
problems (Koglin & Petermann, 2008) or observed positive parenting and growth in conduct 
problems from ages two to four years (Hyde et al., 2013). Significant moderation effects have 
been found however, in studies examining attachment-related parent-child dynamics (Hawes 
et al., 2012; Kochanska, Kim, Boldt & Yoon, 2013). These studies utilised behavioural 
observations to assess the level of a close, warm and mutually cooperative relationship termed 
Mutually Responsive Orientation (MRO). Hawes et al. (2012) reported that CU traits 
moderated the relationship between MRO and conduct problems in boys aged two to four years, 
with the protective effects of MRO strongest for boys with high CU traits. This relationship 
has since been examined longitudinally, with findings that for children rated as high on CU 
traits at 67 months, increased levels of mother-child MRO and father-child shared positive 
affect at preschool age predicted a significant drop in children’s conduct problems at early 
school age, even after controlling for the strong continuity of conduct problems. Whereas 
parent-child relationships for high CU children that were poor, unresponsive and lacked 
positive affective quality amplified the risk for school age conduct problems (Kochanska et al., 
2013).  
CU traits have also been found to influence the treatment outcomes for childhood and 
adolescence conduct problems. A recent systematic review (Hawes, Price, & Dadds, 2014) 
highlighted that four out of five parent training interventions reported a significant association 
between CU traits and poor treatment outcomes. For example, in a 10-week parenting training 
intervention for clinic referred children aged three to nine years, a multi-informant measure of 
CU traits was found to uniquely predict higher levels of ODD symptoms at six-month follow 
18 
 
up, independent of baseline severity (Hawes, Dadds, Brennan, Rhodes & Cauchi, 2013). In 
interventions involving parent and child-focused components, four out of six studies reported 
significant associations between CU traits and poor treatment outcome. Dadds, Cauchi, 
Wimalaweera, Hawes and Brennan (2012) reported that children aged 6 to 13 years with high 
CU traits who had participated in a parenting training program showed an increase in conduct 
problems at six month follow up.  
It does appear however, that interventions that are individualised for the needs of the family 
appear more likely to be effective for childhood conduct problems. In their intervention study, 
Dadds et al. (2012) reported that an emotion recognition training component that was included 
to target key deficits in CU traits, when combined with parent training, resulted in 
improvements in affective empathy and conduct problems for high CU trait children. 
Interventions that utilize reward strategies (e.g. descriptive praise, affection) (Hawes & Dadds, 
2005) and play skills to strengthen the positive relationship between parent and child (Kimonis, 
Bagner, Linares, Blake, & Rodriguez, 2014) have also been found to benefit children with high 
CU traits.  
1.3.2 The Influence of Parenting on CU traits 
Research has also examined whether parenting directly influences CU traits. The systematic 
review conducted by Waller, Gardner and Hyde (2013) examined 10 studies that assessed this 
relationship across a range of developmental stages using community, high risk and clinical 
samples. Nine studies provided evidence that parenting was related to CU traits, with eight of 
these studies demonstrated a longitudinal relationship when controlling for earlier levels of CU 
traits or conduct problems. Specifically, negative dimensions of parenting, including parent-
reported harshness in pre-schoolers (Waller et al., 2012) and corporal punishment (Pardini, 
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Lochman & Powell, 2007) and negative discipline (Viding, Fontaine, Oliver & Plomin, 2009) 
in middle childhood predicted higher levels of CU traits up to five years later.  
Conversely, positive parenting was found to be associated with decreases in CU traits, namely 
parent-reported positive parenting and parental involvement (Hawes, Dadds, Frost & Hasking, 
2011) and child-reported parental warmth and involvement (Pardini, Lochman & Powell, 
2007). This has been demonstrated more recently in a study of high-risk pre-schoolers (Waller, 
Gardner et al., 2014), with the finding that observed and speech codings of parental warmth 
predicted less CU traits one year later, when controlling for concurrent behaviour problems 
and stability in child behaviour and parental warmth. These findings are congruent with further 
studies examining attachment-related parent-child interactions. Using observational measures, 
significant links have been reported between CU traits and disorganised attachment in boys 
aged three to nine years (Pasalich, Dadds, Hawes & Brennan, 2012) and MRO in boys aged 
two to four years (Hawes et al., 2012).  
Research has consequently examined whether parenting interventions can reduce childhood 
CU traits. Two randomised controlled trials examining parent training outcomes found 
significant decreases in CU traits for children receiving the intervention, whereas comparison 
children were found to exhibit significant increases in CU traits (McDonald e al., 2011; Somech 
& Elizur, 2012). Somech and Elizur (2012) examined an intensive early intervention training 
program for pre-schoolers at risk for conduct problems, which was designed to target CU traits 
and effortful control. The program focused on positive parent-child interactions and behaviour 
management. As well as significant improvements in CU traits post-treatment and at one-year 
follow-up, improvements were found in conduct problems, effortful control, marital quality, 
parental distress and negative/inconsistent parenting.  
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1.3.3 Reciprocal Processes in the Development of Conduct Problems and CU traits 
While the literature reviewed has focused on parent-driven effects in the development of 
conduct problems, it is important to acknowledge empirical findings of child driven effects as 
part of a reciprocal developmental process (Patterson, 1982). A number of studies have found 
that child conduct behaviour predicts later negative parenting across development, including 
parent negative affectivity (Larsson et al., 2008) and poor parent-child communication, timid 
parenting and physical punishment (Pardini, Fite & Burke, 2008).  
In examining reciprocal developmental processes in a community sample aged 3 to 10 years, 
Hawes et al. (2011) reported that CU traits predicted change in parenting practices more 
robustly than did conduct problems. In addition to finding that positive parenting practices and 
poor supervision accounted for changes in childhood CU traits at 12-month follow up, CU 
traits were found to uniquely account for change in the parenting practices of corporal 
punishment, inconsistent discipline and parental involvement. The reciprocal nature of the 
development of CU traits has also been demonstrated in early childhood by Waller, Gardner et 
al. (2014), who reported that directly observed parental warmth and CU traits were reciprocally 
related to each other using a 12-month follow up. It is possible that genetic similarities between 
children with high CU traits and their parents enhance these bidirectional parent-child 
dynamics, given the high heritability of CU traits and these children’s conduct problems 
(Hawes et al., 2011, Viding et al., 2005).  
1.3.4 Summary of Parenting Influences  
It is clear from the research reviewed that children with conduct problems experience 
particularly poor rearing environments. Examining the role of CU traits has enhanced 
understanding of the importance of parenting in childhood conduct problems, with positive 
affective dimensions appearing particularly important in the development or prevention of CU 
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traits and these children’s conduct problems. Further, while CU traits appear to confer risk for 
poor treatment outcomes, interventions that are targeted towards the needs of the family appear 
capable of producing lasting reductions in CU traits and conduct problems, particularly when 
delivered in early childhood (Hawes, Price & Dadds, 2014).   
The results of these studies fit with developmental models put forward by various authors (e.g. 
Kochanska 1997; Patterson, 1982; Scaramella & Leve, 2004) that highlight the interaction 
between the child’s temperamental profile and parenting practices as causal processes in the 
development of serious conduct problems. As previously stated, conduct problem children with 
low levels of CU traits display higher levels of emotional arousal and anxiety, and exhibit a 
predominantly reactive style of aggression (Frick, Cornell, Bodin et al., 2003). Hence it is 
proposed that when these children are exposed to negative and aggressive parenting practices, 
they may be particularly susceptible to experiencing escalating levels of negative affect that 
may trigger escalating levels of parent aversive responding as both try to control each other’s 
behavior. This coercive model of maladaptive parent-child interactions could over time 
contribute to increasing deficits in emotion regulation and provoke future aversive responding 
from parents (Scaramella & Leve, 2004). Whereas if these children were exposed to gentle 
discipline, the optimal level of discomfort for processing the rules would be achieved, and child 
motivation to avoid further discomfort would occur (Kochanska, 1997). This is supported by 
research that demonstrated that for anxious toddlers, maternal gentle discipline promoted 
conscience development at age four (Kochanska, 1997), a protective factor in development of 
conduct problems and CU traits (Kochanska, Askan, Prisco & Adams, 2008).  
High CU childrens’ conduct problems may be less influenced by coercive parenting because 
of their physiological underarousal and deficits in punishment responsiveness (Frick & Morris, 
2004). Rather for these children, it is proposed that a parent-child relationship characterized by 
high levels of involvement, warmth and mutual cooperation could prevent early manifestations 
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of a fearless or punishment-insensitive temperament resulting in empathy or conscience deficits 
(Kochanska, 1997). The positive relationship with the parent is suggested to engender empathic 
concern for others and the child’s commitment to accept the parental value and rules, which 
may prevent a child from developing more severe behaviour problems (Kochanska et al., 
2008).  
1.4 Parental Attributions 
Given the central role that parent-child difficulties occupy in the development and maintenance 
of childhood conduct problems and CU traits, it is crucial to identify factors that may underlie 
these interaction difficulties. One such factor that has been identified for childhood conduct 
problems is parents’ cognitions, specifically the causal attributions or explanations that parents 
hold for their child’s behaviour (Johnston & Ohan, 2005). One of the most prominent models 
of attribution theory is by Dix, Ruble, Grusec and Nixon (1986), who propose that the 
attributions that a parent makes for a child’s behaviour function as interpretive filters that give 
meaning to the child’s behaviour and guide the parent’s affective and behavioural responses to 
the child (Dix et al., 1986). While the original attribution models such as by Dix et al. (1986) 
focused on linear processes between parent cognitions, affect and behaviour, it is now 
recognized that parental attributions likely operate within a multifaceted and transactional 
process between parent and child (Bugental, Johnston, New & Silvester, 1998). At the same 
time, the linearity of the model is still useful as a heutistic tool in enhancing understanding of 
the influence of parenting in the development of conduct problems (Johnson & Ohan, 2005).  
Although judgments along a number of different causal dimensions are emphasized across 
attributional models, the dimensions most relevant to Dix et al.’s (1986) model and most 
consistently used in the attribution literature concern child-focused judgements of locus and 
control (Johnson & Ohan, 2005). Judgements of locus address whether the cause of the 
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behaviour is seen as internal to the child (e.g. personality characteristics) or external to the 
child in the environment or other people. Judgements of control indicate the extent to which 
the cause of the behaviour is seen as controllable by the child. These attribution dimensions 
indicate a style of thinking which can be either negative or hostile towards the child (e.g. 
attributions of misbehavior to internal, controllable causes such as defiance) or positive towards 
the child (e.g. attributions of misbehavior to external causes such as provocation or 
uncontrollable causes such as developmental stage) (Johnson & Ohan, 2005).  
In support of the attribution model, it has been demonstrated across diverse sample types and 
ages that when parents see child misbehavior as intentional or dispositional (i.e. as caused by 
internal, controllable factors) they respond with more negative affect and negative parenting 
(e.g. Dadds, Mullins, McAllister & Atkinson, 2003; Dix et al., 1986; Leung & Slep, 2006; 
Smith & O’Leary, 1995). There is also some evidence that attributing prosocial or compliant 
child behaviour to internal, controllable factors is associated with more positive parenting 
reactions (e.g. Johnston & Leung, 2001), however this has not been consistently found (Dix et 
al., 1986; Johnston & Freeman, 1997).  
Parental attributions have been found to vary depending on particular child and parent 
characteristics. Some studies have found that parental attributions vary depending on the age 
of the child, with the causes of older children’s behaviour attributed to more internal, 
controllable factors  (Dix et al., 1986; Johnston & Patenaude, 1994). More consistent findings 
have been reported for maternal depression, which has been found to be associated with more 
internal and controllable attributions for child misbehaviour (Bolton et al., 2003; Leung & Slep, 
2006; White & Barrowclough, 1998). Leung and Slep (2006) reported that in their community 
sample of mothers and fathers, hostile attributions partially mediated the influence of 
depressive symptoms on overeactive parenting, suggesting that depressive symptoms may 
exert their influence on parenting through attributions. 
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1.4.1 Parental Attributions and Childhood Conduct Problems 
Reviews of research conducted with nonproblem children have determined that parents of 
children without conduct problems possess a child serving bias, namely they attribute positive 
behaviours to the child’s personality, and negative behaviours to external influences (Joiner & 
Wager, 1996; Miller, 1995). Parents of children with conduct problems on the other hand, 
appear to display the reverse pattern. Research has demonstrated that when presented with 
equivalent child behaviours, parents of children with conduct problems are more likely to 
attribute child misbehaviour to causes internal to the child and controllable by the child, and 
prosocial behaviour to external causes, than are parents of nonproblem children (Baden & 
Howe, 1992; Johnson & Freeman, 1997; Strassberg, 1995). For example, Strassberg (1995) 
reported that mothers of clinic referred boys (M = 8.0 years) provided more hostile attributions 
regarding child defiant intent than did mothers of nonproblem boys when asked to imagine 
themselves and their child in videos of mother-child dyads depicting clear and ambiguous 
compliance.  
Further studies of parents of conduct problem children have shown that negative attributions 
for misbehaviour are concurrently associated with negative affective and behavioral parental 
responses. Bolton et al. (2003) examined the relationship between the spontaneous causal 
attributions of mothers of clinic referred children aged 4 to 11 years and the emotional quality 
of the mother-child relationship, both coded in a semi-structured interview. It was found that 
internal, controllable and personal attributions for child misbehaviour were significantly 
associated with mother criticism, that personal attributions were associated with hostility, and 
that controllable attributions were negatively associated with emotional over-involvement and 
warmth (Bolton et al., 2003). Maternal negative attributions have also been shown to predict 
overreactive/harsh parenting (Dadds et al., 2003; Smith & O’Leary, 1995). In a study of abuse-
risk mothers, Dadds et al. (2003) reported mothers who attributed the cause of misbehavior to 
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internal causes were more likely to choose a coercive parenting response. Attributional themes 
predictive of coercive responses were typically that the child was engaging in misbehavior due 
to their personality, their behaviour problems, and as a way of deliberately upsetting the parent 
(Dadds et al., 2003).  
A limited number of longitudinal studies have been conducted to ascertain how the 
combination of negative parental attributions and negative parental responses may contribute 
to the development of conduct problems. In line with the prominent model of attribution theory, 
Nix et al. (1999) found that mothers’ hostile attribution tendencies towards their preschool aged 
children predicted an escalation of child conduct problems at school age, and that this increase 
in problem behaviour was mediated by increases in harsh maternal discipline. Such findings 
suggest that parental attributions drive the harsh parenting responses that accelerate the 
development of child conduct problems. A single experimental study supports this proposal, 
through manipulating mothers’ attributions for the behaviours of their preschoolers (Slep & 
O’Leary, 1998). Mothers who were told that their children misbehaved voluntarily and with 
negative intent were more angry and overreactive in their discipline than mothers who were 
told that their children misbehaved unintentionally, and this resulted in more negative affect 
from their children. However, findings from other longitudinal studies have been less 
consistent. Wilson, Gardner, Burton and Leung (2006) reported that child conduct problems at 
age three predicted mothers’ internal attributions at age four, but that mothers’ internal 
attributions did not predict children’s conduct problems over the same time period. On the other 
hand, MacKinnon-Lewis et al.’s (2001) study of maternal hostile attributions concerning boys 
aged seven to nine years found that initial levels of conduct problems did not predict mothers’ 
hostile attributions over a one year follow-up period.  
The findings from another longitudinal study (Snyder, Cramer, Afrank & Patterson, 2005) 
suggest that the joint relationship of parental attributions and parenting responses to the 
26 
 
development of child conduct problems may be represented by a moderator rather than a 
mediator effect. Snyder et al.’s (2005) longitudinal study of a community sample of children 
aged five to six years old has arguably been the most methodologically rigorous examination 
of parental attributions to date. The authors utilised a multi-informant measure of conduct 
problems, coded interview responses for hostile parental attributions and coded observational 
data for irritable and ineffective parental discipline. When examining cross-sectional 
associations, parents’ hostile attributions were significantly associated with conduct problem 
severity, though were not associated with irritable/ineffective parental discipline. In 
longitudinal analyses, consistent with Wilson et al.’s (2006) findings, maternal report of child 
conduct problems at kindergarten entry predicted mother’s subsequent hostile attributions 
concerning child misbehaviour as well as use of ineffective and irritable discipline strategies 
in first grade. While hostile attributions did not predict growth in conduct problems, ineffective 
maternal discipline and the interaction of hostile attributions and ineffective/irritable discipline 
were found to predict growth in child conduct problems at home to first grade. In examining 
the interaction, it was found that only under conditions of frequent hostile attributions was 
ineffective/irritable discipline associated with growth in conduct problems. The joint effect of 
high levels of hostile attributions and ineffective/irritable discipline also predicted changes in 
teacher reported conduct problems at school. The authors suggested therefore that negative 
parenting may be maintained and exacerbated if it is accompanied by frequent hostile 
attributions about the child (Snyder et al., 2005).  
Negative parental attributions may also impact upon the family’s ability to benefit from 
interventions for conduct problems. Miller and Prinz (2003) reported that in parents of boys 
aged five to nine years diagnosed with CD, those who attributed the child’s problems to child 
factors were more likely to drop out of treatments that involved the parent that out of treatments 
that focused exclusively on the child. On the other hand, Peters, Calam and Harrington’s (2005) 
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study of three to ten year olds diagnosed with ODD or CD found that child responsible 
attributions were not associated with premature drop out from a course of parent management 
training, although expressing an understanding of the parents’ role in managing their child’s 
behaviour was predictive of attendance. Further, it has been reported that adding a cognitive 
appraisal component to a home visitation program for at-risk mothers resulted in the lowest 
levels of harsh parenting (Bugental et al., 2002), in which parents were assisted in acquiring 
skills in reading children’s cues to distress, countering hostile attributional processes and 
problem solving ways to manage the behaviour.  
1.4.2 Parental Attributions and Broader Child Psychopathology 
Attributional research has more recently been expanded to examine whether the attribution 
model can be applied to families of children with disorders of a more neurodevelopmental 
basis. Specifically, research has focused on whether variation exists in how the problem 
behaviours of these children are understood and subsequently whether attributions are useful 
in understanding parenting responses in this population. Justification for this research came 
from studies of families with a member diagnosed with schizophrenia, which demonstrated 
that relatives who were categorized as critical or hostile showed an increased tendency to 
explain the member’s symptoms in terms of internal, controllable and personal causes 
(Barrowclough, Johnston, & Tarrier, 1995; Lopez, Nelson, Mintz, & Snyder, 1999).  
Difficulties commonly present between parents and children diagnosed with attention deficit-
hyperactivity disorder (ADHD) led Johnston and colleagues (Johnston, Chen & Ohan, 2006; 
Johnston & Freeman, 1997; Johnston & Patenaude, 1994) to examine parental causal 
attributions in this population. Parents of children with ADHD were found to rate 
inattentive/overreactive symptoms as less controllable and less upsetting than commonly co-
occurring ODD behaviours. Such thinking was suggested to be consistent with an 
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understanding of ADHD as more biologically determined than conduct problems (Johnston & 
Patenaude, 1994). When compared to parents of nonproblem children similar findings were 
observed, with parents of children (M = 7.9 years) clinically referred with ADHD more likely 
to attribute ADHD behaviours to internal causes but as relatively uncontrollable by the child 
(Johnston & Freeman, 1997). Interestingly, parents of children with ADHD also saw 
oppositional defiant behaviour as more internally caused but uncontrollable, which suggests 
that the parents of children with ADHD extended the biological model of ADHD to 
understanding their child’s co-occuring conduct problems (Johnston & Freeman, 1997).  
In spite of these relatively positive attributions for problem behaviours however, Johnston and 
Freemnan (1997) found that parents of children with ADHD were just as likely to express 
negative emotional and behavioural responses to the behaviours as nonproblem mothers. 
Similar findings were reported by Harrison and Sofronoff (2002) in their study of mothers of 
clinic referred ADHD children. They found that the number and severity of ADHD symptoms 
was negatively associated with attributions of controllability, though not attributions of locus. 
Neither of these attributions were uniquely associated with parenting stress.  
On the other hand, recent studies on the developmental disorders of intellectual disability (ID) 
and autism spectrum disorders (ASD) have found relationships between parental attributions 
and parental responses. In mothers of children aged 3 to 19 years diagnosed with ID, those who 
attributed relatively higher intentionality/controllability to the child were significantly more 
likely to report negative emotions and harsh behavioural reactions than mothers who ascribed 
low intentionality/controllability (Chavira, Lopez, Blacher & Shapiro, 2000). Chavira et al. 
(2000) noted that while intentional/controllable attributions for parent nominated problem 
behaviour were not associated with severity of the child’s disability, mothers were significantly 
more likely to view their child’s behaviour as intentional when the nominated behaviour was 
characterized as a behavioural excess (e.g. temper tantrums) versus a behavioural deficit (e.g. 
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limited speech). Similar findings have been observed when measuring the emotional quality of 
the parent-child relationship in this population. Lancaster, Balling, Hastings and Lloyd (2014) 
reported that mothers of children aged four to nine years diagnosed with ID who were rated as 
high in criticism and low in warmth made more personal and controllable attributions for child 
behaviour problems.  
In contrast to Chavira et al. (2000), a study of parents of children diagnosed with ASD (M = 
11.7 years) found that number of autism symptoms and a higher severity of behavioural 
problems was associated with less controllable attributions for child misbehavior (Hartley, 
Schaidle & Burnson, 2013). These findings are in line with Johnson and Freeman’s (1997) 
proposal of the existence of a more disorder based understanding of child behaviour problems 
in parents of children diagnosed with neurodevelopmental disorders. This type of 
understanding of child’s problem behaviours appears to be less influential in parenting 
responses, with controllable attributions in this study not associated with an affective measure 
of perceived burden for the parent. Variations in internal attributions were associated with more 
affective perceived burden (Hartley, Schaidle & Burnson, 2013).  
1.4.3 Summary of Parental Attribution Research 
The research reviewed highlights the complexity of the relationship between parental 
attributions, responses and child psychopathology. It also suggests that variability across study 
findings in part reflects differences in sample characteristics (e.g. child age, type of disorder), 
as well as methodological differences in the measurement of attributions and parental 
responses. What appears most certain is that different child behaviours and disorders can 
contribute to variation in parental attributions. From the research reviewed it can first be 
surmised that negative attributions appear most likely to occur in conjunction with the features 
of conduct problems, whereas symptoms related to neurodevelopmental disorders such as 
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hyperactivity or limited speech are more likely to be associated with more positive disorder 
based attributions (i.e. uncontrollable attributions). Secondly, particular child disorders may 
alter the significance of the relationship between child behaviours and parental attributions. 
The research reviewed indicates that conduct problem severity is related to negative 
attributions, whereas the severity of neurodevelopmental disorders are either associated with 
more positive attributions or demonstrate no significant associations. Despite these differences 
however, variability in parental attributions within samples has allowed for a number of studies 
to find significant relationships between negative attributions and more negative parental 
responses. 
Longitudinal studies examining causal relationships between attributions, parental responses 
and child psychopathology have been limited both in scope and to parents of children with 
conduct problems. However, as a modification to the original linear model of parental 
attributions proposed by Dix et al. (1986), the findings from Snyder et al.’s (2005) 
methodologically rigorous examination of these relationships suggests that parental 
attributions and parental responses may interact in their influence on child psychopathology, 
with high levels of hostile attributions maintaining or exacerbating negative parenting (Snyder 
et al., 2005).  
One interpretation of the attribution literature is that negative parental attributions are simply a 
result of having a child who has difficult behaviour. Findings such as from Wilson et al.’s 
(2006) longitudinal study regarding a lack of a bidirectional influence between conduct 
problems and attributions supports this notion. Research suggests however, that this may be 
too simplified an understanding. Mothers of children with aggressive behaviours (Dix & 
Lochman, 1990) and abuse-risk mothers (Dadds et al., 2003) have been found to be more likely 
than nonproblem mothers to attribute the misbehavior of videotaped unfamiliar children as 
more internal or intentional. This suggests that parent related as well as child related factors 
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are relevant to the formation of attributions. It has therefore been proposed that child-focused 
causal attributions offered by the parent reflect a combination of the child’s behaviour, 
characteristics of the parent and the parent’s history with the child (Johnson & Ohan, 2005). 
Hence, attributions vary in the extent to which they are accurate or objective interpretations of 
the child’s motivations or are more biased or distorted appraisals. Regardless of veracity of 
these parental attributions, the influence they may have in shaping parents’ responses to their 
children make them worthy of investigation.  
1.4.4 Measurement of Attributions 
As can be seen from the literature reviewed, a variety of measures and techniques have been 
employed to measure parental attributions regarding children’s behaviour. One of the most 
common methods utilised in conduct problem research consists of the presentation of written 
descriptions of child behaviour, followed by questions that ask parents to rate the cause of the 
behaviour along a number of attributional dimensions on Likert-type scales (e.g. WAQ; 
Johnston & Freeman, 1997). The advantage of this type of measure includes the enhancement 
of comparability of responses across parents, in being able to control the child behaviours that 
serve as attributional stimuli and the attributional dimensions that are rated. However, one 
disadvantage of this method is that the rating scale format may not capture the more 
spontaneous, lay causal reasoning of parents and does not provide any indication of the 
particular cause that the parent is rating (Johnston & Ohan, 2005).  
As an example, a recent study (Johnston, Chen & Ohan, 2006) that examined parental 
attributions through the hypothetical scenario format reported that in contrast to Johnson and 
Freeman (1997), no significant differences were found in ratings of locus and controllability 
between mother of children with ADHD, ODD and nonproblem mothers. This may have been 
due to the study sample, as participants were recruited from notices in community and clinic 
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settings rather than solely from clinic referred samples. The authors proposed however, that 
the method of measurement may also have been influential. Within the same study Johnston, 
Chen and Ohan (2006) also coded mother’s ‘thinking aloud’ about the potential reasons for 
their child’s success or failure in observed tasks. Mothers of boys with ADHD/ODD were 
found to provide more hostile attributions for child failure and success than mothers of children 
with ADHD only. This was theorised to be related to the greater parent-child difficulties found 
in children with ADHD and comorbid ODD (Johnston & Mash, 2001). It was suggested that 
explicit questions concerning specific attributional dimensions may prompt conscious 
processing and recollection of the common neurodevelopmental understanding of the disorder, 
whereas measures of more spontaneous attributions may trigger more automatic responses 
(Johnston & Ohan, 2005). 
A study by Johnston, Reynolds, Freeman and Geller (1998) directly compared parental 
responses to open-ended attribution questions to the more traditional Likert-type ratings of 
attribution dimensions. They reported that as the proportion of internal and controllable 
qualitative attributions increased, so did mean dimension ratings that reflected more internal 
and controllable causes. However, the methods were far from in complete agreement, and each 
contributed unique information concerning parents’ causal reasoning. When asked to provide 
attributional responses to open-ended questions, parent’s responses typically included multiple 
causal factors. This suggests that parents see much greater complexity in the causal origins of 
their children’s behaviour than being constrained with making attributional ratings for a single 
cause (Bugental et al., 1998). The authors suggested that in recognizing the limitations of each 
of the measures, their complementary use as a multimethod assessment of parental attributions 
may be able to more fully capture the complexity of parent’s cognitions (Johnston, Reynolds, 
Freeman & Geller, 1998).  
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1.5 The Current Study  
1.5.1 Rationale for the Current Study 
As outlined in this review, harsh and coercive parenting is one of the strongest risk factors for 
the development and maintenance of childhood conduct problems (Bloomquist & Schnell, 
2002; Hawes & Dadds, 2005). One identified factor that may account for individual differences 
in the quality of parenting for children with conduct problems is parents’ causal attributions 
about child behaviour problems. There is much evidence to demonstrate that negative 
attributions regarding features of child conduct problems are more likely to occur in parents of 
children with serious conduct problems (e.g. Baden & Howe, 1992; Strassberg, 1995). 
Evidence in this field has emphasised that a number of different causal dimensions are of 
potential importance for childhood conduct problems, particularly attributions of locus and 
controllability. Negative attributions related to the causes of conduct problems have generally 
been found to be associated with more negative parental affect, more negative behavioural 
responses, and poorer emotional quality of the parent-child relationship (Bolton et al., 2003; 
Dadds et al., 2003). Such attributions are therefore considered key to understanding the role of 
family environment in the development and maintenance of child conduct problems, and may 
be relevant to consider in family-based interventions (Bugental et al., 2002).  
There is also evidence that parental attributions are related to the symptoms of 
neurodevelopmental disorders. Research has found that behaviours reflecting symptoms of 
ADHD or cognitive deficits elicit more positive disorder based attributions, in viewing the 
cause of the behaviour as uncontrollable by the child (Chavira et al., 2000; Johnson & Freeman, 
1997). Within samples of parents of children with various neurodevelopmental disorders (i.e. 
ADHD, ASD, ID), negative attributions regarding their child’s behaviour have been found to 
be associated with more negative affect, harsh behavioural responses and a poorer emotional 
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quality of the parent-child relationship (Chavira et al., 2000; Hartley, Schaidle & Burnson, 
2013; Lancaster et al., 2014). 
In spite of growing evidence regarding the importance of parental attributions to risk processes 
associated with child conduct problems and broader psychopathology, no research has 
examined parental attributions related to CU traits. There is now much evidence that the 
presence of high CU traits is a marker for severe conduct problems (Frick et al., 2014) and this 
risk appears to be amplified when the parent-child relationship is poor, unresponsive and 
lacking in positive affect (Kochanksa et al., 2013). Parental attributions regarding affective and 
behavioural deficits reflective of CU traits (e.g. lack of empathy, low guilt) may be related to 
parental responses to both conduct problems and CU trait behaviours. Research into parental 
attributions and responses towards CU traits stands to provide important insights into the 
family-based risk processes that shape the outcomes of children with high levels of both 
conduct problems and CU traits.  
Research has also not previously examined whether negative parental attributions are 
associated with parent ratings of the severity of CU traits. It is theorised that characteristics of 
the child, parent, and the history of parent-child interactions may all contribute to attributions 
about CU traits (Johnson & Ohan, 2005). Namely, parental attributions may equally be the 
result of the experience of parenting a child with high CU traits and a reflection of particular 
parent biases in understanding child behaviour. Much research concerning CU traits has 
utilised single-informant measures, which has raised the question of whether parent report of 
CU traits is simply a reflection of a parent’s distorted perceptions about their child. Findings 
from intervention research, for example, suggest this is not the case. Specifically, mothers’ 
ratings of CU traits were just as predictive of poor treatment outcomes as a multi-informant 
measure that combined ratings from the child’s mother, father and teacher (Hawes et al., 2013). 
However, the first important step to address these questions directly is to investigate whether 
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variance in individual informants’ reports of CU traits is associated with their attributions about 
those traits and the child’s general negative behaviour. 
Finally, although the attribution literature has typically focused on middle childhood, research 
has shown that negative attributions concerning child behaviour prior to school age play an 
important role in the development of childhood conduct problems (Nix et al., 1999). Further, 
CU traits have been shown to be a distinct, valid construct in early childhood with significant 
links to severe conduct problems. It is therefore feasible, and of considerable value, to examine 
parental attributions concerning conduct problems and CU traits in early childhood samples. 
The identification of parenting risk factors in early childhood may provide the most amenable 
targets for intervention efforts, given that children’s behaviour is most responsive to parental 
influence at this time (Keenan & Wakschlag, 2002).  
1.5.2 Aims of the Current Study 
The broad aim of the current study was to examine parental attributions concerning conduct 
problems and CU traits among parents of children referred for conduct problems in early 
childhood. The first specific aim was to quantify the association between CU traits and conduct 
problem severity in early childhood using a meta-analysis of published data. Evidence 
regarding CU traits in early childhood has yet to be critically evaluated in terms of the extent 
to which these traits are clinically informative in the early period. This comprehensive review 
was intended to further justify empirical investigation into early childhood CU traits.  
The second aim of the study was to empirically examine whether parental attributions for 
conduct problems are related to parenting risk processes in the development of early conduct 
problems. A moderating influence of parental attributions on the relationship between 
parenting and conduct problems has previously been demonstrated in older children (Snyder et 
al., 2005), but has not been investigated in early childhood. Hence, associations between 
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conduct problems, parental attributions, and parental responses were first examined, prior to 
investigating the significance of the interaction between parental attributions and responses in 
the prediction of conduct problems. Parental responses consisted of a number of parenting 
dimensions identified as key to childhood antisocial outcomes, namely negative affect, 
overreactive discipline and a poor emotional quality of the parent-child relationship.  
The third aim of the study was to compare parents’ attributions concerning the cause of conduct 
problem behaviours to those concerning the cause of CU trait behaviours. This was highly 
novel, as no research has examined parental attributions in regards to CU traits. Differences in 
parents’ causal reasoning for these respective behaviours may have important implications for 
the quality of parenting among children with conduct problems and high CU traits. In order to 
best capture parents’ causal reasoning, a novel, multimethod assessment of parental attributions 
was designed. Qualitative responses were coded for the presence of hostile attributions, and 
ratings were elicited on attribution dimension scales of locus and controllability. Differences 
in parents’ affective response to conduct problems compared to CU traits were also examined.  
The fourth aim of the study was to examine whether parental attributions for CU traits are 
related to parenting risk processes in the development of CU traits. As with conduct problems, 
associations between CU traits, parental attributions, and parental responses were examined. 
Negative attributions were then tested as a moderator of the relationship between parental 
responses and child CU traits. Parental responses consisted of negative affect, overreactive 
discipline, poor emotional quality of parent-child relationship and harsh parenting towards CU 
traits. The examination of this novel question was intended to further inform conceptualisations 
of the family based processes that shape the outcomes for children with conduct problems and 
high CU traits.  
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1.5.3 Hypotheses of the Current Study 
Based on established findings in the attribution literature and particularly the findings of Snyder 
et al. (2005), it was hypothesised that: 
1. Negative (i.e. internal, controllable and hostile) parental attributions for child conduct 
problems (CP) would be associated with the severity of CP. 
2. Negative parental responses (i.e. negative affect, overreactive discipline and a poor 
emotional quality of parent-child relationship) would be associated with the severity of 
CP. 
3. Negative attributions for CP would moderate the association between negative parental 
responses and CP, such that higher levels of negative attributions would strengthen the 
relationship between negative parental responses and CP. 
Based on the attribution literature and findings regarding differences in parental attributions 
for behaviours reflecting CP versus neurodevelopmental deficits (Chavira et al., 2000; 
Johnston & Patenaude, 1994), it was hypothesised that: 
4. Parental attributions would be more negative towards CP than CU trait behaviours 
5. Parental affective response would be more negative towards CP than CU trait 
behaviours 
The poor quality of parenting experienced by children with high CU traits might suggest that 
similar to severity of conduct problems (e.g. Snyder et al., 2005), CU traits would be associated 
with more negative attributions for child behaviour. However, findings regarding parents of 
children with neurodevelopment disorders (Hartley, Schaidle & Burnson, 2003; Johnston & 
Freeman, 1997) suggest that high CU traits may be associated with less controllable 
attributions, and not associated with internal or broader hostile attributions. Evidence has been 
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found for the relationship between negative parental responses and CU traits (e.g. Hawes et al., 
2011; Waller et al., 2012) and the influence of negative parental attributions in parental 
responding to children with varied psychopathology. Consequently, the following hypotheses 
were examined: 
6. Parental attributions would be associated with the severity of CU traits. 
7. Negative parental responses (i.e. negative affect, overreactive discipline, poor 
emotional quality of the parent-child relationship and harsh parenting towards CU 
traits) would be associated with the severity of CU traits. 
8. Negative attributions for CU traits would moderate the association between negative 
parental responses and CU traits, such that higher levels of negative attributions for CU 
traits would strengthen the relationship between negative parental responses and CU 
traits.  
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Chapter 2 
Callous-unemotional traits as Markers for Conduct 
Problem Severity in Early Childhood: A Meta-analysis 
 
 
This chapter presents a meta-analysis that was conducted to address the initial aim of 
quantifying the association between CU traits and conduct problems in early childhood. This 
meta-analysis is currently under review after submission to a peer-reviewed journal. It will be 
presented in APA format for consistency within the thesis. 
2.1 Introduction 
It is now well established that the most chronic and severe patterns of antisocial behaviour are 
initiated early in life. Much of what is known about the prognostic risk associated with early 
onset conduct problems comes from research guided by the age-of-onset subtyping included in 
the criteria for conduct disorder (CD), which differentiates children whose symptoms emerge 
before 10 years of age from those with an onset after this time (APA, 2000; APA, 2013; see 
also Lahey & Waldman, 2012; Silberg, More & Rutter, in press). However, developmental 
research suggests that markers for high-risk patterns of antisocial behaviour can be found much 
earlier, beginning in infancy. This work has focused largely on aggression, which longitudinal 
research has shown to be highly stable from two years of age when occurring at high levels 
(e.g., Côté, Vaillancourt, Barker, Nagin, & Tremblay, 2007). There is also evidence to suggest 
that systematic individual differences in aggressiveness are present by infants’ first birthday, 
and are associated with the same key risk factors for adolescent antisocial behaviour (Hay et 
al., 2011). Such evidence has emerged alongside growing recognition of the potential clinical 
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value of identifying children with high-risk presentations of clinically severe externalising 
problems in the toddler and preschool years (e.g., Keenan & Wakschlag, 2002). 
Current models of antisocial behaviour also emphasize the subtyping of heterogeneous risk 
pathways among individuals with early-onset antisocial behaviour. One prominent focus of 
such models has been callous-unemotional (CU) traits. These traits have most often been 
conceptualized in terms of a core cluster or phenotype based on the affective component of 
psychopathy (i.e., a lack of empathy, a lack of guilt, and a manipulative use of others), and 
have often been studied as a continuous dimension (Frick, Ray, Thornton , & Kahn, 2014). The 
application of the psychopathy construct in childhood has drawn understandable scrutiny, 
however the importance of identifying such features early in life has received growing 
recognition among clinicians and neuroscientists (Rutter, 2012; Viding & McCrory, 2012a).  
To date, research into CU traits has focused largely on the periods of adolescence and middle-
to-late childhood. Among children and adolescents with disruptive behavior disorders, those 
with CU traits exhibit particularly severe and chronic antisocial behavior, characterized by high 
levels of proactive or instrumental aggression (Frick et al., 2014). It is also now recognized that 
these traits are clinically informative, with growing evidence that children and adolescents with 
CU traits present with unique treatment needs and are at risk for poor response to current 
interventions for antisocial behavior (Hawes et al., 2014). Much progress has been made in 
characterizing the impairments and risk processes associated with CU traits, which include 
poor emotion-recognition for cues of fear and distress (Dadds et al., 2006), and abnormalities 
in the processing of punishment cues (Blair, Colledge & Mitchell, 2001). Considerable 
evidence is also now available regarding the neurobiological underpinnings of these risk 
processes, with structural and functional neuroimaging research suggesting that school-aged 
children with CU traits are characterized by amygdala dysfunction and delays in cortical 
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maturation in regions implicated in decision making, morality and empathy (Herpers, 
Scheepers, Bons, Buitelaar & Rommelse, 2014; Viding & McCrory, 2012b).  
Interest in the developmental trajectories of individuals with CU traits has focused increasing 
attention on the emergence and correlates of such traits early in life, however the question of 
whether CU traits represent meaningful risk markers in early childhood has been contentious. 
A number of early childhood deficits and features that overlap with the broader phenotype of 
CU traits have been found to predict later antisocial behavior. For example, longitudinal 
research has found that disregard for others, coded at 14-36 months of age, predicts antisocial 
behavior in mid-adolescence (Rhee et al., 2013). Likewise, poor fear conditioning, and a 
fearless temperament at three years of age have been shown to predict adult criminality (Gao, 
Raine, Venables, Dawson & Mednick, 2010). However, it is only very recently that early 
childhood research has begun to examine the broader cluster of features that represent the CU 
traits phenotype that has been the focus of so much research with older children and 
adolescents. Such research has been facilitated by psychometric research has provided growing 
support for the valid and reliable measurement of CU traits in early childhood (Ezpeleta et al., 
2013; Willoughby et al., 2011) Likewise, the availability of such measures now allows 
practitioners working in early childhood settings to collect reliable clinical data on CU traits in 
the course of child assessments.  
Although evidence regarding CU traits in early childhood remains limited compared to that 
available for later developmental periods, it has nonetheless grown rapidly in recent years. 
Importantly, such evidence is now sufficient to critically evaluate core assumptions related the 
early development of children with CU traits and the extent to which these traits are clinically 
informative in very young children. Chief among these is the assumption that this cluster is a 
marker for a particularly severe presentation of antisocial behavior among individuals with 
conduct problems. Meta-analytic research examining the association between CU traits and 
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delinquency in adolescence (53 studies, n = 10,073 participants aged 9-to-18 years) has found 
it to be of a moderate effect size (Asscher et al., 2011). Interestingly, the authors found this 
association to be moderated by various methodological and child characteristics, including 
sample type, measurement method, and participant age. Such evidence associating CU traits 
with a particularly severe pattern of antisocial behavior in adolescence was key to justifying 
the introduction of CU traits (‘limited prosocial emotions’) as a diagnostic specifier for CD in 
fifth edition of the Diagnostic and statistical manual of mental disorders (APA, 2013; Frick et 
al., 2014) however, the question of whether they represent similar risk markers in very young 
children has received comparatively little attention.   
The aim of this paper was to provide a systematic review of evidence regarding the association 
between CU traits and severity of antisocial behavior in early childhood, and to quantify this 
relationship across early childhood samples using the meta-analytic method. In line with 
Asscher et al. (2011) we further examined informant, child age, sex, sample type, and 
measurement reliability as potential moderators of this association. Characterizing the 
relationship between CU traits and conduct problem severity in early childhood is key to 
establishing whether this phenotype is clinically meaningful in this developmental period, and 
in turn, whether it is justified as focus of clinical attention in early childhood settings. 
2.2 Method  
2.2.1 Selection of Studies 
A comprehensive literature search was conducted among published journal articles indexed in 
the following databases: PsycINFO, MEDLINE and Web of Science. The key words employed 
included: (‘psychopath*’ OR ‘callous*’ OR ‘CU traits’ OR ‘callous-unemotional’ OR 
‘unemotional’) AND (‘child*’ OR ‘infant’ OR ‘toddler’ OR ‘preschool’ OR ‘girl*’ OR 
‘boy*’). Articles were limited to peer-reviewed and English-language papers, and no 
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limitations were made regarding publication date. Prominent authors in the field of childhood 
CU traits were also contacted for recent or unpublished works. 
2.2.2 Inclusion/Exclusion Criteria 
Studies were screened for the following inclusion criteria: presentation of data testing cross-
sectional or longitudinal associations between CU traits and conduct problems; CU traits 
measured as a variable in early childhood, defined as a sample mean age of 5.0 years or less;  
conduct problems represented by a measure of behaviour under the conduct-oppositional 
spectrum, including aggressive and antisocial behaviour. Studies that relied on retrospective 
reports of CU traits or conduct problems were excluded. Intervention studies were only 
included if baseline data could be obtained. For studies that used the same sample of 
participants, the earlier published article was selected. When a study reported data for more 
than one age group, the data from the younger age group was chosen as most representative of 
early childhood. 
Overall the search yielded 2,326 articles, excluding replications. After excluding on the basis 
of title and abstract alone, 103 articles remained for possible inclusion.  93 studies were 
excluded as they did not meet full inclusion criteria: 85 studies had a sample mean age greater 
than 5.0 years, six studies did not measure CU traits as a variable and two studies utilised the 
same sample as another article. As a result, ten studies were identified as eligible for inclusion 
in this review. Given the limited variability of gender proportions in the sample, authors of the 
studies were contacted for separate male and female associations between CU traits and 
conduct problems to achieve a stronger test of gender as a moderating variable. Separate gender 
data for cross-sectional associations was obtained from all studies. Longitudinal data for 
separate genders independent of intervention effects was only obtained from one study (Waller, 
Hyde et al., 2014), hence the meta-analysis was limited to cross-sectional associations.  
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 2.2.3 Study Sample 
An overview of the studies that were included in the meta-analysis is presented in Table 2.1.  
These ten studies included research published between 2006 and 2014, with seven of the studies 
conducted in the United States. Four studies examined the psychometric properties of a CU 
traits measure in early childhood, four studies examined the role of CU traits in a parenting 
intervention, and two studies examined developmental correlates of CU traits. In total, data of 
5,731 participants were analysed, extracted from six studies of at-risk/clinic-referred samples 
(n = 1902) and four studies of community samples (n = 3829). Participants ranged in age from 
24 months to 80 months (Sample M = 41.07, SD = 7.2), with samples containing an average of 
54.8% males.  
In terms of the measures of CU traits used in this research, four studies used items from the 
Child Behaviour Checklist for ages 1.5 to 5 years (CBCL; Achenbach & Rescorla, 2000). Three 
of these studies utilised a 5-item measure of CU traits (Waller, Hyde et al., 2014; Willoughby 
et al., 2011; Willoughby et al., 2014) whereas Kimonis and colleagues (2014) utilised a 6-item 
measure, adding the item “cruel to animals.” Two studies (Kimonis et al., 2006; Klyce, Conger, 
Conger & Dumas, 2011) used the six-item callous-unemotional subscale of the Antisocial 
Process Screening Device (APSD; Frick & Hare, 2001), with Kimonis et al. (2006) using the 
pre-school modified version. One study (Ezpeleta et al., 2013) assessed CU traits using the 
Inventory of Callous-Unemotional Traits (ICU; Frick, 2004). Researchers in three studies 
designed their own CU traits scales.  Somech and Elizur (2012) combined three items from 
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Table 2.1 
Overview of included studies (N=10) 
Note: T = teacher, C = caregiver, TC = combined teacher and caregiver, ABRS = Aggressive Behavior Rating Scale, APSD = Antisocial Process Screening Device, APSDp = 
Antisocial Process Screening Device- preschool version, CAS = Children’s Aggression Scale, CBCLp = Child Behaviour Checklist- preschool version, CTPI = Child 
Problematic Traits Inventory,  D-C = Deceitful-Callous Behaviors, ECBI = Eyberg Child Behavior Inventory, ICU = Inventory of Callous-Unemotional Traits, SCBE-30 = 
Social Competence and Behavior Evaluation-Short Form , SDQp = Strengths and Difficulties Questionnaire- preschool version, APSDp/ICUp = Combined items from 
APSD- preschool version and ICU- preschool version, 1authors’ own measure 
Authors n Sample Type Mean Age 
(months) 
% Males CU traits measure 
(Informant) 
CU traits α CP measure             
(Informant) 
Colins et al. (2014) 2056 Community 46.32 52.9 CPTI (T) .95 Conduct Problems1 (T&C) 
Ezpeleta et al. (2013) 620 At Risk 36 50 ICU (T) .89 CAS (T), CBCLp (C), SDQp 
(C) 
Hyde et al. (2013) 731 At Risk 29.9 50.5 D-C (C) .57 ECBI (C) 
Kimonis et al. (2006) 47 At Risk 37 43 APSDp (TC) .54 ABRS (T) 
Kimonis et al. (2014) 55 At Risk 46.48 73 CBCLp (C) .66 CBCLp, ECBI (C) 
Klyce et al. (2011) 585 Community 52.8 52 APSD (T&C) .70 SCBE-30 (T&C) 
Somech & Elizur (2012) 209 At Risk 48.57 72 APSDp/ICUp (C) .82 ECBI (C) 
Waller et al. (2014) 240 At Risk 41.41 51 CBCLp (C) .59 CBCLp  (T&C) 
Willoughby et al. (2011) 162 Community 36 51 CBCLp (C) .65 CBCLp (C) 
Willoughby et al. (2014) 1026 Community 36 53 CBCLp (C) .55 CBCLp (C) 
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the pre-school modified APSD with eight items from the pre-school modified ICU.  Hyde et 
al.’s (2013) measure of deceitful-callous behaviours consisted of three items from the CBCL, 
one item from the Eyberg Child Behavior Inventory (ECBI; Eyberg & Pincus, 1999) and one 
item from  the Adult-Child Relationship Scale (ACRS, Ingoldsby, Shaw & Garica, 2001). 
Colins et al. (2014) utilised a ten item measure of CU traits from their developed Child 
Problematic Traits Inventory (CTPI; Colins et al., 2014). Six studies used parent or caregiver 
as informant of CU traits, two studies used teacher report, one study utilised both parent and 
teacher report and one study combined parent and teacher report. Four of the studies reported 
‘good’ reliability of the CU traits measure (α > .7 ‘good’, α  < .7 ‘poor’) (Colins et al., 2014; 
Ezpeleta et al., 2013; Klyce et al., 2011; Somech & Elizur, 2012). 
Five studies examined indicators of conduct problems using the CBCL 1.5-5; specifically the 
subscales Externalizing Problems (Ezpeleta et al., 2013; Kimonis et al., 2014; Waller, Hyde et 
al., 2014), Aggressive Behaviour (Ezpeleta et al., 2013) and the DSM referenced ODD scale 
(Waller, Hyde et al., 2014; Willoughby et al., 2011; Willoughby et al., 2014). Three studies 
used the ECBI (Hyde et al., 2013; Kimonis et al., 2014; Somech & Elizur, 2012), with Hyde et 
al. (2013) removing one item due to the overlap with their CU traits measure. Other measures 
used were the Conduct Problems subscale of the Strengths and Difficulties Questionnaire for 
ages 3-4 years (SDQ; Goodman, 1997) and the Children’s Aggression Scale (CAS; Halperin 
& McKay, 2008) (Ezpeleta et al., 2013), Anger-Aggressive behaviour from the Social 
Competence and Behavior Evaluation-Short Form (SCBE-30; LaFreniere & Dumas, 1996) 
(Klyce et al., 2011), and Reactive, Proactive and Total forms of aggression using the 
Aggressive Behavior Rating Scale (ABRS; Brown, Atkins, Osborne & Milnamow, 1996) 
(Kimonis et al., 2006).  Colins et al. (2014) developed their own measure of conduct problems 
based on pre-school relevant criteria of ODD and CD from the DSM-IV-TR (APA, 2000).  Five 
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studies used parent or caregiver informant of conduct problems, one study used teacher report, 
and four studies utilised both parent and teacher report.  
2.2.4 Coding of the Studies 
The association between CU traits and conduct problems for males and females separately was 
coded. Sample characteristics including sample type (at-risk/clinic-referred or community), 
sample mean age and percentage of males were coded. Study characteristics including sample 
size, informant of CU traits, informant of conduct problems, informant across measures (same 
or different), and reliability of the CU traits measure (α > .7 ‘good’, α < .7 ‘poor’) were also 
coded. All information extracted from the studies was independently coded by the first author 
and a blind rater to assess inter-rater agreement. Inter-rater agreement of the total effect sizes 
was 100% and of the moderators 94%.  
2.3 Results 
2.3.1 Meta Analytic Method 
The meta-analysis was performed using the Comprehensive Meta-analysis (CMA) program 
(Borenstein, Rothstein, & Cohen, 2005, Version 2). For each study, an effect size correlation 
(r) was calculated. Using a conservative approach, effect size values were averaged across 
multi-informant reports and all outcome measures of conduct problems contained within each 
study. The resulting effect size estimates were interpreted following Cohen’s (1988) 
guidelines: r = .10 is a “small” effect, .24 is a “medium” effect and .37 is a “large” effect.  
The distribution of effect sizes was examined using Q-statistics for tests of heterogeneity, with 
significance indicating that differences across effect sizes are likely due to sources other than 
sampling error, such as different study characteristics. Significance tests and moderator 
analyses were performed through random effects models. Categorical moderator tests 
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analogous to analysis of variance (ANOVA) were performed within CMA, with a significant 
between groups Q (Qb) value indicating that the effect sizes were significantly different across 
different categories of the moderator variable (Lipsey & Wilson, 2000). When studies included 
both categories of the moderator variable such as parent and teacher report of conduct problem 
severity, data from the least represented category was chosen for the moderator analyses. 
Regression analyses were performed within CMA in instances where the moderator variable 
was continuous (e.g. age). Publication bias in the meta-analysis was assessed to evaluate 
whether the sample of studies analysed were representative of the total possible sample of 
studies. This was evaluated by Rosenthal’s fail-safe N (1979) and Duval and Tweedie’s trim 
and fill method (Duval & Tweedie, 2000a, 2000b). 
2.3.2 Meta Analysis Effect Size 
In examining the relationship between CU traits and conduct problems in early childhood, it 
was first examined whether there was a significant difference in effect size between males and 
females. The categorical moderator test of gender as a subgroup revealed no significant 
difference between effect sizes for males (r = .38, 95% CI [.29, .48]) and females (r = .37, 95% 
CI [.29, .45]) (Qb =..10, p > .05). Consequently for subsequent analyses, the gender subgroups 
were combined so that the study was the unit of analysis. 
In examining the combined association between CU traits and conduct problems, the meta-
analysis yielded a significant large effect size (r = .39, 95% CI [.30, .47], p < .001), which 
means that higher levels of CU traits were associated with higher levels of conduct problem 
behaviour. See Figure 2.1 for a forest plot of the study effect sizes. The fail safe number (1786) 
was robust i.e. larger than Rosenthal’s critical number of 60 (32 * 5 + 10) and no asymmetry 
was found in the funnel plot using the trim and fill method (2000a, 2000b), providing no  
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Figure 2.1. Forest plot of study and combined effect sizes (r) with confidence intervals (95% 
CI)  
evidence for publication bias. The overall mean effect size was heterogeneous (Q = 95.31, p 
< .001) indicating that moderating variables likely exist. 
2.3.3 Moderator Variables 
The results of the categorical moderator analyses are presented in Table 2.2. Informant across 
measures was a significant moderator, such that the effect size was larger for studies using the 
same informant for CU traits and conduct problems (r = .45, 95% CI [.31, .58]) than when 
different informants were used (r = .16, 95% CI [.10, .22]) (Qb = 13.14, p < .001). Categorical 
moderator tests produced no significant findings for sample type, informant of CU traits, 
informant of conduct problems and reliability of the CU traits measure. Continuous moderator 
tests produced no significant findings for age (k =10, β = -.003, 95% CI [-.007, .002] p = .22) 
or percentage of males (k = 10, β = .002, 95% CI [-.004, .008] p = .56), which confirmed the 
previous categorical analyses using gender subgroups. 
2.4 Discussion 
Interest in the early development of children with CU traits has grown rapidly in recent years, 
however the extent to which this putative phenotype is associated with increased severity of 
50 
 
conduct problems in early childhood has received limited attention. This meta-analysis of 
samples comprising children in the toddler to preschool period provided clear support for an 
association between CU traits and severity of conduct problems at these ages. We found the 
relationship between CU traits and conduct problem severity to be in the order of a large effect 
size (r = .39, p < .001). The size of this effect is particularly noteworthy given that previous 
meta-analytic results for this relationship in samples of adolescents have indicated a moderate 
effect size only (r = .23, p < .001; Asscher et al., 2011). 
Among the various study variables tested as moderators of the association between CU traits 
and conduct problem severity, the only significant effect was found for measurement method. 
Specifically, CU traits were somewhat more strongly associated with conduct problem severity 
when the same informant provided reports on both, as compared to when different informants 
reported on CU traits and conduct problems respectively. It can be assumed that this finding 
may in part reflect an over-estimation of this association due to shared method variance, with 
same-informant ratings of child characteristics (including CU traits) typically found to shower 
greater concordance than the modest correlations typically seen across multiple informants. 
For example, a comparison of 22 correlation coefficients reviewed by Frick et al. (2014) found 
that the average correlation between self-report measures of CU traits was r = .49, whereas the 
average correlation between parent reports of CU traits was r = .57. The finding of such an 
effect for measurement method is analogous to the meta-analytic finding of Asscher et al’s 
(2011), which indicated that the relationship between psychopathic traits and offending was 
somewhat weaker when such traits were indexed via self-reported instead of measures based 
on clinical judgment. Such findings support the importance of aiming for multi-informant 
measurement of CU traits where possible, in both research and clinical settings. 
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Table 2.2 
Results of Categorical Moderator Analyses in the Relationship between CU Traits and Conduct Problems 
Note: QBETWEEN= between-class effect, K=number of studies, Esr = effect size in r, CI=confidence interval, QWITHIN=homogeneity within each class, **p<.01 
 
 
Variable and class QBETWEEN K Esr 95% CI QWITHIN 
Sample Type 1.89     
       At Risk  6 .33** 0.21, 0.43 5.14 
       Community  4 .46** 0.35, 0.55 56.09** 
Informant CU Traits 1.56     
     Caregiver  6 .44** .32, .55 43.38** 
     Teacher  3 .31** .14, .47 39.70** 
Informant CP 0.43     
     Caregiver  5 .45** .31, .58 40.78** 
     Teacher  5 .36** .09, .58 199.92** 
Informant CU and CP 13.15**     
     Same  5 .45** .31, .58 40.78** 
     Different  5 .16** .10, .22 7.46 
Reliability CU traits 2.26     
     Poor  6 .45** .32, .56 38.69** 
     Good  4 .31** .16, .44 40.88** 
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No moderator effects were found for child age and sex. Our analysis of child age can be 
considered relatively conservative, given the somewhat limited age range of participants that 
were sampled (24-to-80 months). This age range was chosen, however, in order to span the 
earliest points at which researchers have attempted to measure CU traits, through to the ages at 
which evidence is much more established regarding the measurement of CU traits, and the 
clinical characteristics of children with conduct problems and CU traits. As such, we did not 
find support for the notion that CU traits only emerge as markers for conduct problem severity 
across these years. Rather, our results suggest that practices for interpreting information about 
CU traits in relation to clinical risk in school aged children can to some degree be extended 
downward to the second year of life. In terms of sex, child and adolescent studies have often 
found means levels of CU traits to be higher among boys than girls (Dadds et al. 2005; Ficks 
et al., 2014), yet evidence that risk processes related to CU traits are sex-specific has been 
largely mixed. For example, some studies have found that neurocognitive deficits regarded as 
core to CU traits (e.g., impaired processing of distress cues) may be more characteristic of boys 
with these traits than girls (e.g., Dadds et al., 2006), whereas other studies have not (e.g., 
Kimonis, Frick, Fazekas, & Loney, 2006). Notwithstanding complex sex-differences that most 
likely play out across the systems that underlie CU traits and antisocial behaviour at various 
points in development (e.g., Fontaine et al. 2010), our results suggest that interpretations 
regarding CU traits as markers for conduct problem severity can be generalised to both boys 
and girls in early childhood. Interestingly, Asscher et al. (2011) found a non-significant trend 
for such a sex-based moderation effect in adolescence, suggesting the possibility that gender 
differences in the relationship between CU traits and antisocial behaviour may become 
increasingly distinct across development.  
Our review highlights various limitations of research in this field to date, most notably in 
relation to the reliability of measures of CU traits in early childhood, and the availability of 
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prospective data. In general, the measures of CU traits used in the identified studies showed 
somewhat poorer internal consistency than seen for studies of CU traits in older samples. For 
the most part, however, this reliability was acceptable, and level of reliability was not found to 
moderate the relationship between CU traits and conduct problem severity. Furthermore, 
emerging findings regarding the structure of CU traits in early childhood appear to parallel key 
findings from measurement research with older samples. For example, a growing number of 
studies have reported data to indicate that unemotional features do not load onto a general CU 
traits factor or form a reliable scale in late childhood and adolescence (e.g., Houghton, Hunter, 
& Crow, 2013; Roose, Bijttebier, Decoene, Claes & Frick, 2010, Waller et al., 2015). Such 
findings have likewise been reported in recent early childhood studies (Ezpeleta et al., 2013; 
Hyde et al., 2013). Data on prospective associations between CU traits and conduct problem 
severity has been particularly limited, and therefore not possible to include in the current meta-
analysis. Available evidence nonetheless reflects the cross-sectional associations reported in 
the studies that were included. For example, Waller, Hyde et al. (2014) found that CU traits at 
age 3 predicted teacher-reported externalizing behaviour in both boys and girls at age 6, and 
among males, proactive but not reactive aggression. Such data add to prospective evidence 
from intervention studies, in which early childhood CU traits have been found to predict 
increased severity and persistence of conduct problems over time (e.g., Hyde et al., 2013). 
2.4.1 Future Research 
The large effect size found for the relationship between CU traits and conduct problems is 
particularly noteworthy, given that research into the dimensions of temperament that are more 
established as risk markers for externalising and internalising forms of child psychopathology 
(e.g., behavioural inhibition, effortful control, impulsivity) have typically reported small to 
moderate correlations between temperament and psychopathology (Eisenberg et al., 2004; 
Goldsmith, Lemery, & Essex, 2004; Nigg, 2006; Watson et al., 2005). This large effect size 
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raises the question of whether current measures of CU traits may overlap more with indices of 
exernalising psychopathology in early childhood than at older ages, and in turn, whether CU 
traits and externalising problems are less dissociable in this developmental period compared to 
older ages. Existing studies, however, have provided at least preliminary evidence that 
measures of conduct problems and CU traits capture unique variance associated with distinct 
dimensions in early childhood. For example, factor analytic research with children aged 36 
months has found that items reflecting CU traits are distinguishable from those reflecting 
ADHD and ODD (Willoughby et al., 2011). This is consistent with factor analytic research 
conducted with children aged 4 to 9 years (Dadds, 2005). Likewise, in children aged 3-to-4 
years, the ICU has been shown to demonstrate a factor structure that is consistent with that 
found in older child and adolescent samples (Ezpeleta et al., 2013). Further research into the 
structure of CU traits and related psychopathology in early childhood is clearly needed, and 
would benefit from designs that allow for testing of developmental questions concerning age-
based changes across childhood.  
A related set of questions for future research concern the stability of CU traits early in life. 
There is now much evidence to indicate that CU traits show levels of stability that are consistent 
with more established dimensions of temperament and personality in childhood and 
adolescence (e.g., Frick, Kimonis et al., 2003; Lynam et al., 2009). Such evidence has 
supported temperament-based conceptualisations of CU traits, as has evidence regarding the 
neurobiological and genetic correlates of these traits in infants and children (Cecil et al., 2014; 
Dadds, Moul et al., 2014). Individual differences in temperament are understood to arise out 
of adaptive neural systems in which behavioural tendencies are activated in particular incentive 
contexts (Nigg, 2006). Initial temperamental variations are not necessarily stable or heritable 
at birth, but typically show patterns of moderate continuity in infancy (Kagan & Snidman, 
2004) and increasing continuity across toddlerhood (Lemery, Goldsmith, Klinnert, & Mrazek, 
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1999; Pedlow, Sanson, Prior, & Oberklaid, 1993). The modest size of stability coefficients 
often seen for temperament dimensions across early childhood likely reflects not only the 
notion that some features of temperament may be apparent only in relevant incentive contexts, 
but that features of temperament may undergo significant changes in this period (Nigg, 2006). 
There is now considerable evidence that like numerous forms of temperament, CU traits are 
not immutable. Not only have family variables associated with parental warmth have been 
found to protect against the amplification of CU traits across childhood in longitudinal research 
(e.g., Hawes et al., 2011; Pardini, Lochman & Powell, 2007), but RCT research has provided 
experimental evidence that changes in parenting produce durable reductions in such traits that 
are independent of parenting effects on conduct problems (e.g., McDonald et al., 2011; Somech 
& Elizur, 2013). Consistent with the notion that neural plasticity decline with age, a recent 
review of existing treatment outcome evidence concluded that CU traits appear to be more 
amenable to interventions targeting parenting processes in early childhood than at later ages 
(Hawes, Price, & Dadds, 2014). As such, a key priority for future research is to investigate 
influences on the stability of CU traits in early childhood, and the implications of stability 
versus change in CU traits for emerging trajectories of externalising psychopathology. 
2.4.2 Conclusions 
CU traits appear to represent markers for a particularly severe presentation of conduct 
problems, not only in late childhood and adolescence, but beginning in early childhood. Our 
findings on the whole were consistent with meta-analytic research into this association in 
adolescence (Asscher et al., 2011). At the same time, the meta-analytic method used in this 
study benefited from a number of strengths that have often been absent from such studies in 
related areas, including the analysis of data collected separately for males and females (as 
opposed to the coding of study samples based on gender distribution), and the averaging of 
effect size values across multiple informants (as opposed to the analysis of data from single 
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informants only). The current findings can be considered alongside growing evidence that 
measures of CU traits in early childhood are associated with indices of temperament (e.g., 
fearlessness) that are consistent with conceptualisations of psychopathy, including cardiac 
response (Colins et al. 2014; Willoughby 2011). Perhaps most importantly, it is apparent that 
the collection of information about the CU traits of both boys and girls referred for treatment 
of conduct problems is clinically informative in this early period.  
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Chapter 3 
Method 
 
This chapter details the research design and methodology of the current study. The participant 
sample, measures and procedure are described in detail. 
3.1 Participants 
Participants were 80 primary caregivers (79 mothers and 1 father) of children referred to a 
Toddler Clinic for conduct problems. The Toddler Clinic is an outpatient parenting service in 
the Western suburbs of Sydney, which provides intensive Parent-Child Interaction Therapy for 
families referred for early childhood conduct problems. Power analysis using the G*Power 
program 3.1 (Faul, Erdfelder, Buchner & Lang, 2009) indicated that a total of 76 participants 
was required to detect medium effects (f2=.15) using multiple regression with alpha at .05.  
The sample consisted of 56 (70%) male and 24 (30%) female children aged between 2 and 4.5 
years with a mean age of 36.06 months (SD = 7.59). The majority of children were the first 
born in their family (65%) and had one sibling (58%). All children were described as being 
born in Australia. The majority of the children’s mothers (70%) and fathers (69%) were also 
born in Australia, with other countries of birth including Lebanon, New Zealand, China and 
Vietnam.  
The mean age of the primary caregiver was 33 years (range 21 - 43 years). The majority (85%) 
of caregivers were married, 11% were divorced or separated and 4% were single parents. 
Socioeconomic status was derived from postcodes using the Index of Relative Socio-economic 
Disadvantage (IRSD) from the Socio-Economic Indexes for Areas (SEIFA; ABS, 2011), which 
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divides the distribution of relative disadvantage scores into 10 equal groups from 1 = most 
disadvantaged to 10 = least disadvantaged. In the current study, the distribution of postcode 
deciles as a measure of SES was positively skewed with a median of 3 (SD = 2.9, range = 1 - 
9). 38% of mothers were engaged in home duties full time, 31% were employed on a part-time 
basis, 21% were employed on a full time basis, and 6% were employed on a casual basis. 
Employment status was unknown for three mothers. The occupation type most frequently held 
by mothers were professionals (25%), followed by associate professionals (11%) and 
intermediate clerical, sales and service workers (9%). The majority (81%) of fathers were 
employed on a full-time basis. The occupation type most frequently held by fathers were 
tradespersons (25%), followed by professionals (20%) and associate professionals (16%).  
3.2 Parent Report Measures 
3.2.1 Parent Causal Reasoning Questionnaire (PCRQ) 
The PCRQ is a novel measure developed for this study. It was based on the Written Analogue 
Questionnaire (WAQ; Johnston & Freeman, 1997), which was designed to assess parental 
attributions and responses to specific child behaviours for parents of children with ADHD. 
Responses in the WAQ have been found to correlate with parents’ attributions for video 
scenarios and recalled incidents involving their own children (Johnston, Reynolds, Freeman & 
Geller, 1998). While the WAQ is considered an experimental measure due to the lack of 
psychometric or normative data available, this is common among current assessments of 
parental attributions for specific behaviours (Johnston & Ohan, 2005). The experimental nature 
of the WAQ allows for the scenarios and rating scales to be varied across studies to meet the 
demands of particular research questions (C. Johnston, personal communication, November 
27, 2012). Hence, the original WAQ consisting of scenarios concerning inattentive-
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overreactive, oppositional and prosocial behaviours was modified to only include behavioural 
problems most relevant to the current sample and research question.  
The questionnaire consisted of six written scenarios, with three scenarios concerning CU trait 
behaviour (lack of guilt, unconcerned with caregivers’ feelings, unhelpful when sibling is hurt) 
and three scenarios concerning conduct problem behaviour (loses temper, fights with other 
children, argues with caregiver). Similar to the WAQ (Johnston & Freeman, 1997), child 
behaviour described in the scenarios reflected items from established measures. Specifically, 
the CU trait behaviours reflected lack of guilt and empathy items with highest loadings on the 
CU traits subscale identified in a factor analysis of the APSD (Dadds et al., 2005). The conduct 
problem behaviours reflected items from the Conduct Problem subscale of the Strengths and 
Difficulties Questionnaire (SDQ; Goodman, 1997) most relevant to early childhood. Scenarios 
were written to be equivalent in length and the amount of situational detail provided. Experts 
in the field of both CU traits and conduct problems were consulted, to ensure that the 
behavioural scenarios were an appropriate reflection of these behaviours in early childhood.  
The front page of the attribution questionnaire contained an explanation of the causal 
attribution dimensions and an example of their use. Parents were told to imagine that the 
scenarios described an interaction between themselves and their child. The order of the 
presentation of the scenarios was randomised across questionnaires. An example of a CU trait 
behaviour scenario was as follows: “Your child and you are eating lunch when the telephone 
rings. You lean over to pick it up, and receive news so distressing you start to cry. Your child 
is unconcerned about your feelings, and keeps eating.” After reading each scenario, parents 
provided attributions in both a qualitative and rating format. The open ended question “Why 
do you think your child behaved this way?” was asked first to capture parent-generated 
attributions. This was followed by two rating scales assessing casual attributions on the 
dimensions of internal-external (1 = something about the child to 10 = something about other 
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people/the situation) and controllable-uncontrollable (1 = completely within the child’s control 
to 10 = not at all within the child’s control). The third rating asked for the parent’s affective 
response to the behaviour (1 = Upset to 10 = Pleased). For CU trait scenarios, parents were 
asked in an open-ended format, “What would you usually do in this situation?” to capture 
negative parental responses to CU traits. See Table 3.1 for a summary of the PCRQ variables. 
3.2.1.1 Coding of Qualitative Attribution Data 
Hostile attributions were extracted from the qualitative responses and coded by the author using 
the coding framework from the Leeds Attribution Coding System (LACS; Munton, Silvester, 
Stratton & Hanks, 1999), which has been used previously in research regarding early childhood 
problem behaviour (Bolton et al., 2003, White & Barrowclough, 1998). Statements were first 
coded for the presence of an attribution; where the caregiver provided a causal explanation for 
the child behaviour described in the scenario. Causal attributions for behaviours not described 
in the scenario were excluded, and statements such as “my child wouldn’t do this” or “I don’t 
know” were not considered attributions. Following extraction, each attribution statement was 
coded along causal dimensions of internal-external, controllable-uncontrollable and personal-
universal, with the presence of a hostile attribution defined as a statement coded as internal, 
controllable and personal. The personal-universal attribution dimension was added to the 
coding framework after an initial examination of parental responses, as personal attributions 
appeared to further differentiate hostile attributions. As outlined in the LACS, the personal-
universal dimension refers to whether the attribution is indicative of something unique or 
idiosyncratic about the person (personal) or whether the attribution would be typical of a 
normal child in a comparable reference group (universal). Examples of hostile attributions for 
CP included “wants his own way” and “because he thinks that he can get whatever he wants” 
as opposed to more benign attributions such as “trying to push the boundaries and rules as 
children do” and “overtired.” Examples of hostile attributions for CU traits included “he does 
61 
 
Table 3.1  
Summary of the Parent Causal Reasoning Questionnaire Variables 
 
Response to child 
behaviour 
Variable Definition Scoring 
Causal Attributions Attribution of Locus Whether the cause is a 
feature of a child 
(internal) or is caused 
by a factor outside the 
child (external). 
 
Dimension rating scale 
1=something about 
the child to 
10=something about 
other people/the 
situation 
 Attribution of 
Controllability 
Whether the cause is 
controllable or 
uncontrollable by the 
child. 
Dimension rating scale 
1=completely within 
the child’s control to 
10=not at all within 
the child’s control 
 
 Hostile Attribution Whether the cause is 
internal, controllable 
and personal (unique or 
idiosyncratic) to the 
child 
 
Qualitative- written 
response to open 
ended question. Coded 
hostile=1, non-
hostile=0 
Affective response  Upset Whether the parent 
would feel upset or 
pleased  
Dimension rating 
scale. 1=Upset 
to10=Pleased 
 
Behavioural 
Response to CU 
traits 
Harsh Parenting Presence of 
maladaptive practices 
e.g. express negative 
affect, hostility, 
punishment 
Qualitative- written 
response to open 
ended question. Coded 
present yes=1, no=0 
 
not care” and “she was happy to see her sibling fall down” as opposed to attributions such as 
“too young to really understand why mummy is upset” and “he doesn’t know what to do.” See 
Appendix A for the attribution coding system. 
Scoring followed the procedure set out by Munton and colleagues (1999), with a score of either 
2 or 0 representing the ends of each dimension. A score of 2 reflected causes within the child 
(internal, controllable, or personal) and a score of 0 reflected causes outside the child (external, 
uncontrollable, or universal). A score of 1 was given when there was a combination of both 
ends of the dimension. Scores of 1 were not included in the analyses. Attributions that were 
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coded as internal, controllable and personal were scored as hostile, all other combinations were 
scored as non-hostile. 
3.2.1.2 Coding of Qualitative Harsh Parenting to CU traits 
Parent behavioural responses to CU traits were extracted and coded using a coding framework 
developed by author.  Harsh negative parenting was coded as present if maladaptive parenting 
practices were indicated, namely expressing negative affect, hostility or verbal/physical 
punishment (Locke & Prinz, 2002) e.g. “react angrily to the broken object” or “punish him”. 
The presence of negative parenting was scored 1 = yes, 0 = no. See Appendix B for the coding 
system for harsh parenting to CU traits. 
3.2.1.3 Reliability of PCRQ Coding 
26 attribution questionnaires (33%) were randomly selected and coded by an independent rater 
to assess inter-rater reliability of coding the qualitative attribution and negative parenting 
statements. The independent rater was trained through the provision of the coding system and 
practice examples prior to coding. Reliability using kappa statistics was calculated based on a 
total of 156 attribution statements coded. The following reliability scores were obtained: 
Presence of an attribution (k = 1), Internal-External (k = .77), Controllable-Uncontrollable (k = 
.79), Personal-Universal (k = .83), Harsh Parenting to CU traits (k = .90). These reliability 
scores indicate acceptable to excellent levels of inter-rater reliability, and are comparable to 
previous research that utilised the LACS for coding parental attributions for childhood conduct 
problems (Bolton et al., 2003).  
3.2.2 Child Behaviour Checklist 1.5-5 (CBCL; Achenbach & Rescorla, 2000) 
The Child Behaviour Checklist for children aged 1.5-5 is a comprehensive norm-referenced 
100-item questionnaire assessing behavioural and emotional problems in pre-school children. 
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The checklist provides scores on two global groups of problems (Internalizing and 
Externalizing), eight syndrome subscales (Anxious/Depressed, Withdrawn/Depressed, 
Somatic Complaints, Social Problems, Thought Problems, Attention Problems, Rule-Breaking 
Behaviour and Aggressive Behaviour) and alternate DSM-oriented scales. Informants rate the 
behaviours as they have occurred currently or within the past two months on a three point scale 
from 0 (Not True) to 2 (Very True or Often True), with items summed to create subscale scores. 
For the purpose of this research, the broadband Externalizing behaviour subscale was utilised 
as the measures of conduct problem behaviour in early childhood. Extensive research supports 
the psychometric properties of the CBCL, in showing for example that nearly all items 
discriminate between referred and non-referred children (Achenbach & Rescorla, 2000). 
Internal consistencies averaged across international studies for the preschool version of the 
scales were reported as ranging from α = .57 to α = .84 (Rescorla et al., 2011).  The 
Externalizing behaviour subscale demonstrated good reliability in the current study (α = .89). 
3.2.3 Antisocial Process Screening Device (APSD; Frick & Hare, 2001). 
The 20-item APSD assesses childhood features of psychopathy on three subscales: CU traits, 
Impulsivity and Narcissism. Informants rate the behaviours based on how well they describe 
their child on a 3-point scale from 0 (Not at all true) to 2 (Definitely true), with items summed 
to create subscale scores. The coefficient alphas for composite-teacher ratings of the subscales 
ranged from .83 to .64 in clinic and community samples (Frick, Bodin & Barry, 2000). The 
current study utilised the preschool modification of the APSD, in which three items were 
modified to make the language more appropriate for young samples. For this study, only the 6-
item CU traits subscale was used e.g. “Feels bad or guilty when he/she does something wrong.” 
Factor analytic support of the CU traits subscale has been demonstrated using the preschool 
version of the APSD (Dadds et al., 2005). The validity of the preschool modification of the 
APSD has also been demonstrated, for example by findings that CU traits were concurrently 
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associated with proactive aggression (Kimonis et al., 2006) and that CU traits predicted 
antisocial behaviour in boys 12 months later (Dadds et al., 2005).  
The coefficient alpha of the CU traits subscale in the current study was .53, which is lower than 
reported by Frick and Hare (2001) but is comparable to the reliability reported for the preschool 
modified version of the APSD (α = .54) (Kimonis et al., 2006) as well as to other measures of 
CU traits utilised in early childhood samples (Hyde et al., 2013; Waller, Hyde et al., 2014; 
Willoughby et al., 2014). Reliability analyses indicated that removing one item from the CU 
traits scale (“Does not show feelings or emotions”)  improved the reliability of the scale ( α = 
.58 )., so this item was deleted to create a modified 5-item CU traits subscale. 
3.2.4 Parenting Scale (PS; Arnold et al., 1993) 
The 30-item PS assesses dysfunctional discipline practices towards misbehaviour in parents of 
young children over the preceding two months. Each item pairs a dysfunctional discipline 
practice with its more effective counterpart to form the anchors for a 7-point scale. The current 
study utilised the three-factor model of the measure reported by Rhoades and O’Leary (2007) 
in families of children aged three to seven years old. This method for scoring the measure 
produces three subscales of lax, overreactive and hostile discipline.  The reliability of the 
subscales was reported as ranging from α = .85 to α = .78 (Rhoades & O’Leary, 2007). For the 
purpose of this study, only the 5-item Overreactivity (“When my child misbehaves, I raise my 
voice or yell”) and 3-item Hostility (“When my child misbehaves, I spank, slap, grab or hit my 
child”) subscales were utilised.  
The coefficient alpha of the Overreactivity subscale in the current study was .69, which was 
lower than reported by Rhoades and O’Leary (2007). Reliability analyses indicated that 
removing one item from the Overreactivity subscale (“After there's been a problem with my 
child, I often hold a grudge”) would improve the reliability of the scale (α = .71), so this item 
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was deleted to create a modified 4-item Overreactivity subscale. The Hostility subscale of the 
PS demonstrated unacceptable reliability (α = .36), and was consequently not included in the 
analyses. 
3.2.5 Edinburgh Postnatal Depression Scale (EPDS; Cox, Holden & Sagovsky, 1987) 
The 10-item EPDS was designed to identify parents at risk for postnatal depression in health 
care settings. The measure does not rely on somatic symptoms such as changes in sleep 
patterns, given the high incidence rate of these symptoms in new parents. Informants indicate 
how they have been feeling over the previous seven days, on a varied 4-point scale such as 
from “Yes, most of the time” to “No, never”. Items are summed to create a total score, with 
higher scores indicating greater risk for depression. Items include “I have felt sad or miserable” 
and “I have not looked forward with enjoyment to things”. The measure has demonstrated good 
reliability (α=.87) (Cox, Holden & Sagovsky, 1987).  The coefficient alpha of the EPDS in the 
current study was .83.  
3.3 Observation Measure 
3.3.1 Observed Context 
Caregiver-child dyads were observed in a 15-minute structured play task (Hembree-Kigin & 
McNeil, 1995) conducted as part of routine assessment at the Toddler Clinic. A description of 
the task was given to the caregivers before the observation commenced, including directions 
to give their child. The dyad then sat alone in a room at a table containing a variety of age-
appropriate toys, and instructions to move onto the next task were given through an earpiece. 
The task was made up of three components of approximately five minutes each; Child Led Play 
(in which the child leads the play), Parent Led Play (in which the parent chooses a new activity 
and encourages the child to play along with the parent) and Clean-up (in which the parent asks 
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the child to pack away the toys into a bucket). Observations were video-taped for coding 
purposes.  
3.3.2 Coding Mutually Responsive Orientation (MRO) 
Videotaped interactions were coded using the Mutually Responsive Orientation scale (Aksan, 
Kochanska & Ortmann, 2006), to measure the dyadic level of the emotional quality of the 
parent-child interaction. An overall MRO rating was based on the degree to which the dyad’s 
routines were smooth and coordinated, the quality of dyadic communication, the degree of 
mutual cooperation and emotional ambience of the interaction (See Appendix C for coding 
system). Coordinated routines were considered low when the dyad had no routines, or routines 
were choppy, rough, and conflict producing, and as high when the dyad easily settled into 
comfortable, coordinated routines. Harmonious communication was considered low when the 
dyad communicated very little or not at all, and as high when they communicated in a smooth, 
connected and harmonious manner. Mutual cooperation was considered low when the dyad 
was unable to cooperate, and struggles and conflicts escalated, and as high when the dyad was 
open to eachother’s influence, and potential sources of conflict were effectively resolved. 
Emotional ambience was considered low when the affective climate was negative, with bouts 
of negative affect, and as high when the parent and child enjoyed each other, the climate was 
positive and warm, with bouts of joy and affection. Scores range from 1 to 5, with 1 indicating 
a disconnected, unresponsive, hostile and/or affectively negative interaction, and 5 reflecting a 
mutually responsive, harmonious, cooperative and/or affectively positive interaction. The 
MRO scale has been shown to be a unidimensional latent construct with good stability over 
time (Askan, Kochanksa & Ortmann, 2006) and has been previously used successfully with 
toddlers (e.g. Bernier et al., 2012).  
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3.3.3 Reliability of MRO Coding 
MRO was coded by two raters; the author as the primary rater and a research colleague. Raters 
trained together in the coding procedure, with training consisting of reading material, watching 
practice videos, discussing examples of each code and problem solving coding ambiguities. 
Once raters had received acceptable levels of inter-rater reliability with the practice videos, the 
secondary rater coded 14 (33%) randomly selected videos. The inter-rater reliability score was 
excellent for MRO (k = .84) and is comparable to previous research utilizing the global 
observational measure of MRO (Kochanksa et al., 2008). 
3.4 Procedure 
Permission to conduct the research was obtained from the South Western Sydney Local Health 
District Research Ethics Committee (See Appendix D for approval letters). Selection of 
appropriate participants from clinic referrals was carried out in reference to specific criteria 
and in consultation with the treating team. Children aged 2-5 years with conduct problems as 
the main presenting problem met inclusion criteria. Referrals were excluded if there was severe 
developmental delay or if the caregiver did not speak adequate English.  
Caregivers were invited to participate in the study at the end of their initial assessment session 
at the clinic, by either the research team or a clinician not involved in the assessment session. 
Information was provided about the study through an information sheet, which included 
outlining that demographic information and the video recording of the parent-child task 
obtained at the assessment session would be accessed by the researchers. Consent forms were 
signed if agreeance occurred. See Appendix E for information and consent forms. Participants 
were given a questionnaire booklet to take home, to be completed and returned before their 
first parent-child treatment session. All measures except for the EPDS (Cox, Holden & 
Sagovsky, 1987) were included in this booklet, as the EPDS was completed at assessment as 
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part of standard Toddler Clinic procedure. Questionnaires returned after the first treatment 
session were excluded due to potential intervention effects. See Appendix F for copies of 
measures.  
Recruitment took place between July, 2013 and December, 2014. One hundred and thirteen 
caregivers agreed to participate and were given a questionnaire booklet. 80 (69%) completed 
questionnaire booklets were returned. Caregivers who returned the questionnaire booklet did 
not differ from those who did not return the booklet on all sample characteristics except for 
SES, with SES significantly lower for those who returned the questionnaire booklets (t = -2.08, 
p = .040). Of the 80 participants, 51 (64%) had available video data. Missing video data was 
due to the parent-child task not being completed (e.g. time constraints, parent refusal) or 
technical issues concerning video transcoding. Although a lower than expected number of 
videos was obtained, the subset of videotapes was still utilised as subset data has been used in 
prior child conduct problem research; including to check the reliability of parental report 
(Dadds, Allen et al., 2014) and as an observational measure in examining group differences 
(Dadds et al., 2011). Caregivers who had video data available were significantly younger (t = 
3.5, p = .001) and provided a higher proportion of hostile attributions concerning CU trait 
behaviours (U = -435.00, p = .002) than those who did not have video data available. The 
groups did not differ on any other sample or study variable.  
3.5 Analytic Plan 
All statistical analyses were performed using SPSS for Windows (Version 20). Prior to 
conducting analyses, the distribution of the data was examined. Missing data was found to be 
only relevant for the APSD, CBCL and PS. For these measures, missing data was replaced with 
the mean score for the specific subscale of the measure. The normality of the data distribution 
was examined by assessing Skewness and by the results of the Kolminov-Sminoff test. Non-
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parametric statistics (Spearman’s rho, Wilcoxon signed rank tests) were employed when 
analysing non-normally distributed variables as outlined below, as non-parametric statistics are 
not based on assumptions of normality.  
Cronbach alpha coefficients were used to assess scale reliability, with scores evaluated with 
reference to George and Mallery’s (2003) criteria for interpreting Cronbach alpha coefficients. 
Kappa statistics were used to assess inter-rater reliability for the coding of qualitative responses 
in the PCRQ, and coding of the videotaped observations, with scores evaluated with reference 
to Landis and Koch’s (1977) criteria for interpreting kappa values.  
Spearman’s rho correlational analyses were conducted to examine associations between 
parenting variables and CP and CU traits, as has been utilised in previous attribution research 
(e.g. Chavira et al., 2000; Bolton et al., 2003).  Mean differences between parental attributions 
and negative affective responses to CP versus CU traits in the PCRQ were analysed using the 
non-parametric related samples Wilcoxon Signed Rank Test.  
A series of hierarchical multiple regression analyses were employed to examine parental 
attributions, parental responses and the interaction of attributions and responses as predictors 
of CP and CU traits. Specifically, a separate hierarchial regression was performed for each 
combination of attribution (internal, controllable, hostile) and parental response (negative 
affect, overreactivity, the emotional quality of the relationship (MRO), and harsh parenting for 
CU traits). In each of these regressions, CP or CU traits was the dependent variable, with 
independent variables tested in three steps. Step 1 consisted of covariate variables (child age, 
child gender, and total number of attributions coded when examining hostile attributions). To 
examine the effects of parental attributions and parental responses when controlling for child 
factors, the attribution and parental response variable were entered in Step 2. To test parental 
attributions as potential moderators of parental responses, step 3 consisted of the two-way 
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interaction term (internal x upset, internal x overreactivity, internal x MRO, internal x harsh 
parenting for CU traits, controllable x upset, controllable x overreactivity, controllable x MRO, 
controllable x harsh parenting for CU traits, hostile x upset, hostile x overreactivity, hostile x 
MRO, hostile x negative parenting for CU traits). Parenting variables and interaction terms 
were centered to reduce multicollinearity. A significance level of p <  .05 was used for all 
analyses. 
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Chapter 4 
Results 
 
This chapter presents the results of the study. Descriptive statistics of the study variables are 
presented first, followed by the analyses to address the hypotheses of the current study.  
4.1 Item Intercorrelations for the Parent Causal Reasoning Questionnaire  
Following the procedure conducted by Johnston and Freeman (1997) for the WAQ, correlations 
were computed between Likert responses to the three scenarios for each behaviour type in the 
PCRQ. Correlations for responses to CU traits ranged from .20 to .42, with 8 out of 9 
correlations significant at the .05 level. Correlations for responses to CP ranged from .01 to 
.49, with 6 out of 9 correlations significant at the .05 level. Given this level of correspondence 
was consistent was that reported by Johnston and Freeman (1997), all responses were summed 
across the three examples of each behaviour type. A hostile attribution proportion score was 
created for the coded qualitative attribution statements, to adjust for differences in the number 
of valid attributions made by the parent. This was calculated by making a frequency count of 
the number of attributions that were coded as hostile for CP or CU trait behaviour, divided by 
the total number of valid attributions made for the behaviour. 
4.2 Descriptive Statistics 
Means and standard deviations for all study variables are presented in Table 4.1. In order to 
characterise the current sample, descriptive information for study questionnaires was compared 
to descriptives reported by the measures’ authors.  Children in the current study demonstrated  
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Table 4.1 
Descriptive Statistics for Study Variables 
 
Measure Mean (SD) Range 
APSD 
   CU traits 
CBCL 1.5-5 
   Externalizing Behaviour 
EPDS 
   Total 
MRO 
PS 
   Overreactivity 
PCRQ 
   Presence of Attribution 
   CP Locusa 
   CP Controllabilityb 
   CP Hostile Proportion 
   CP Upsetc 
   CU Locusa 
   CU Controllabilityb 
   CU Hostile Proportion 
   CU Upsetc 
   CU Harsh Parenting 
 
5.01 (2.01) 
 
24.00 (8.58) 
 
8.13 (4.58) 
3.27(0.75) 
 
2.95(4.85) 
 
5.53(1.01) 
15.13(4.87) 
13.68(5.29) 
.21(1.00) 
9.24(4.27) 
14.15(5.17) 
14.66(5.24) 
.13(.12) 
11.79(4.24) 
.31(.47) 
 
1-10 
 
6-44 
 
0-19 
2-4 
 
1-5.6 
 
1-6 
3-29 
3-29 
0-.33 
3-24 
4-30 
3-29 
0-.33 
3-21 
0-1.00 
aScale is Internal (1) to External (10). 
bScale is Controllable (1) to Uncontrollable (2). 
cScale is Upset (1) to Pleased (10). 
Note: APSD = Antisocial Process Screening Device; CBCL= Child Behaviour Checklist; CP = 
conduct problems; CU = callous-unemotional; EPDS = Edinburgh Postnatal Depression Scale; MRO 
= Mutually Responsive Orientation; PS = Parenting Scale; PCRQ = Parent Causal Reasoning 
Questionnaire. 
 
a mean level of externalizing behaviour that would be expected from a clinic-referred early 
childhood sample, with mean scores comparable to clinic-referred data reported for the CBCL 
1.5-5. Children demonstrated a substantially higher mean level of CU traits (i.e. more than one 
standard deviation) than a community sample of children utilised by the authors of the APSD 
(Frick, Bodin & Barry, 2000), who reported mean scores for boys (M = 2.7, SD = 2.2) and girls 
(M = 2.2, SD = 2.1). This difference reflects the clinical nature of the current sample. Mean 
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levels of CU traits were comparable to those reported for the preschool modified version of the 
APSD in an at-risk preschool sample (Kimonis et al., 2006). Mean levels of overreactivity, 
parent depression (EPDS) and the emotional quality of the parent-child relationship (MRO) 
were comparable to community data reported in validation studies of the measures.  
Kolminov-Sminoff and Skewness analyses indicated significant skewness for a number of 
study variables. Ratings of the internal/external attribution dimension for CP were skewed 
towards internal attributions (D = .10, p = .03) and parents’ affective ratings of upset/pleased 
in response to CP were skewed towards being upset (D = .14, p = .001). Ratings of the 
controllable/uncontrollable dimension for CU traits were skewed towards controllable 
attributions (D = .14, p = .001). The proportion of coded hostile attributions for CP (D = .18, p 
< .001) and MRO (D = .28, p < .001) was negatively skewed. The proportion of hostile 
attributions for CU traits (D = .26, p < .001) and harsh parenting towards CU traits (D = .44, p 
< .001) was positively skewed. All other variables were normally distributed. Non-parametric 
statistics (i.e. Spearman’s rho, Wilcoxon signed rank tests) were consequently employed for 
correlational and mean difference analyses, as has been utilised in previous attribution research 
(Chavira et al., 2000; Bolton et al., 2003).  
In the PCRQ, the Likert rating regarding controllability of CU traits was the only attribution 
scale significantly associated with the proportion of hostile attributions coded, with more 
controllable attributions for CU traits associated with more hostile attributions for CU traits   (ρ 
= -.41, p < .001). This general lack of association between the two forms of attribution 
measurement suggested that each was capturing unique aspects of parent’s causal reasoning, 
and supported the utilisation of both methods. 
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4.3 Covariate Analyses 
Correlational analyses were conducted to examine associations between potential covariate 
variables indicated in the literature reviewed (child age, child gender, SES and parent 
depression) and the outcome variables of CP and CU traits. No significant relationships were 
found (all p’s > .05). Child age and gender were still included as covariates in regression 
models to examine the effects of attributions and parenting when controlling for child related 
factors. In relation to other study variables, SES was significantly associated with internal 
attributions for CP (ρ = -.22, p = .045) and parental distress was significantly associated with 
overreactivity (ρ = .31, p = .01). 
4.4 Parenting and Conduct Problems 
In order to address the first aim of the study regarding the influence of parental attributions on 
parenting risk processes in the development of early CP, relationships between parenting 
variables and CP were examined. Spearman’s rho correlational analyses were first conducted 
to test Hypotheses 1 and 2 regarding the association between parental attributions (internal, 
controllable, hostile) and parental responses (negative affect, overreactivity, poor emotional 
quality of the parent-child relationship) to CP severity (see Table 4.2).  
Severity of CP was significantly associated with more internal attributions for CP (ρ = -.23, p 
= .04), reports of feeling more upset about CP behaviours (ρ = -.22, p = .049) and overreactivity 
(ρ = .25, p = .03). Severity of CP was not associated with attributions of controllability, hostile 
attributions or the emotional quality of the relationship (all p’s > .05).  
When examining the association between attributions for CP and parental responses, internal 
(ρ = .28, p = .01) and controllable (ρ = .26, p = .02) attributions were significantly associated 
with feeling more upset about CP behaviours. Attributions were not associated with 
overreactivity or the emotional quality of the relationship (all p’s > .05).  
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Table 4.2 
Spearman Rho Correlations between Child Psychopathology and Parenting Variable 
Note. Cont=Controllability; CU Hars= Harsh Parenting to CU traits; Hos=Hostile; Loc=Locus. Statistical 
significance: *p < .05; **p < .01; ***p < .001 
 
 
 
4.4.1 Predicting CP from Attributions and Parental Responses  
A series of hierarchial multiple regression analyses (MRA) were then conducted to test 
Hypothesis 3, in examining each form of attribution for CP, parenting response, and attribution 
x parenting interaction term as predictors of CP, when controlling for child age and gender. 
4.4.1.1. Attribution of Locus for CP 
Results concerning the attribution of locus with parental responses are presented in Table 4.3.  
In examining the combination of attributions of locus and overreactive parenting, covariates  
 CP 
CU 
traits 
CP 
Locus 
CP 
Cont 
CP 
Hos 
CP 
Upset 
CU 
Loc 
CU 
Cont 
CU 
Hos 
CU 
Upset 
CU 
Hars 
PS 
Over 
MRO 
CP 
 
1.00   
 
  
   
 
  
 
CU 
traits 
 
.22* 1.00  
 
  
   
 
  
 
CP 
Locus 
.23* .11 1.00 
 
  
   
 
  
 
CP 
Contr 
.08 -.09 .49*** 1.00   
   
 
  
 
CP      
Hos 
-.14 .07 -.15 -.12 1.00  
   
 
  
 
CP 
Upset 
-.22* .05 .28* .26* -.01 1.00 
   
 
  
 
CU  
Loc 
-.17 .05 .27* -.09 .04 .18 1.00    
  
 
CU  
Contr 
.01 .07 .14 .46*** -.09 .03 .25* 1.00   
  
 
CU 
Hos 
.15 .04 .02 -.09 .12 -.001 -.21 -.41*** 1.00  
  
 
CU  
Upset 
-.20 -.07 .05 .07 -.08 .47*** .19 .07 -.19 1.00 
  
 
CU 
Hars 
.15 -.02 .07 .11 -.06 .03 .14 -.14 .27* -.03 1.00 
 
 
PS 
Over 
.25* .05 .02 .07 -.03 -.06 .06 .09 .13 -.18 .41*** 1.00  
MRO 
 
-.18 -.01 -.22 -.16 -.05 .17 -.16 .02 .05 .15 .06 -.06 1.00 
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Table 4.3 
Hierarchial Regression Models predicting CP from Locus Attribution and Parenting 
 
Variable Model R R2 R2 Change B SE B β 
Internal/Upset Step 1 .06 .003     
      Child Age    -.03 .13 -.03 
      Child Gender    -.82 2.14 -.04 
 Step 2 .26 .07 .06    
      Child Age    -.02 .13 -.01 
      Child Gender    -.26 2.11 -.01 
      Internal/External    -.36 .20 -.21 
      Upset/Pleased    -.23 .24 -.11 
 Step 3 .30 .09 .02    
      Child Age    .01 .13 .01 
      Child Gender    -.09 2.11 -.01 
      Internal/External    -.35 .20 -.20 
      Upset/Pleased    -.26 .24 -.13 
      Internal x Upset    .45 .33 .15 
Internal/Overreactive Step 1 .06 .003     
      Child Age    -.03 .13 -.03 
      Child Gender    -.82 2.14 -.04 
 Step 2 .35 .13* .12**    
      Child Age    -.08 .12 -.07 
      Child Gender    -.73 2.04 -.04 
      Internal/External    -.40 .19 -.23* 
      Overreactivity    .47 .19 .27* 
 Step 3 .36 .13 .002    
      Child Age    -.08 .13 -.07 
      Child Gender    -.81 2.06 -.04 
      Internal/External    -.38 .20 -.21 
      Overreactivity    .47 .20 .27* 
      Internal x 
Overreactive 
   .10 .26 .05 
Internal/MRO Step 1 .08 .01     
      Child Age    .05 .18 .04 
      Child Gender    1.25 2.71 .07 
 Step 2 .42 .18 .17*    
      Child Age    .20 .17 .16 
      Child Gender    .16 2.55 .01 
      Internal/External    -.70 .27 -.36* 
      MRO    -3.43 1.60 -.30* 
 Step 3 .44 .20 .02    
      Child Age    .21 .18 .17 
      Child Gender    .63 2.59 .03 
      Internal/External    -.75 .27 -.39* 
      MRO    -3.17 1.62 -.28 
      Internal x MRO    -2.86 2.91 -.14 
Statistical significance: *p < .05; **p < .01 
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in step 1 of the hierarchial MRA accounted for a non-significant .3% of the variance in CP 
(F(2,77) = .12, p = .89). The addition of the locus attribution and overreactivity on step 2 
accounted for a significant additional 12% of the variance in CP (∆F(2,75 ) = 5.25, p = .01). 
Internal attributions for CP (β = -.23, p = .04) and overreactive parenting (β = .27, p = .02) 
uniquely predicted CP, when controlling for child age and gender. The addition of the 
interaction term on step 3 of the regression equation did not increase the significance of the 
model (∆F(1,74) = .16, p = .69). 
In examining the combination of attributions of locus and the emotional quality of the parent-
child relationship (MRO) for participants (n = 51) with available video data, covariates in step 
1 of the hierarchial MRA accounted for a non-significant 1% of the variance in CP (F(2,48) = 
.15, p = .86 ). The addition of the locus attribution and MRO on step 2 accounted for a 
significant additional 17% of the variance in CP (∆F(2,46) = 4.87, p = .01). Internal attributions 
for CP (β = -.36, p = .01) and low levels of MRO (β = -.30, p = .04) uniquely predicted CP, 
when controlling for child age and gender.  The addition of the interaction term on step 3 of 
the regression equation did not increase the significance of the model (∆F(1,45) = .97, p = .33).  
4.4.1.2 Controllability Attribution for CP 
The results of the hierarchial multiple regression analyses for the attribution of controllability 
with parental responses are presented in Table 4.4. In examining the combination of 
controllability attributions and overreactive parenting, covariates in step 1 of the hierarchial 
MRA accounted for a non-significant .3% of the variance in CP (F(2,77 )= .12, p = .89). The 
addition of the controllability attribution and overreactivity on step 2 accounted for a significant 
additional 10% of the variance in CP (∆F(2,75) = 4.08, p = .02). Overreactive parenting uniquely 
predicted CP (β = .26, p = .01), when controlling for child age and gender.  
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Table 4.4 
Hierarchial Regression Models predicting CP from Controllability Attribution and Parenting 
 
Variable Model R R2 R2 Change B SE B β 
Controllable/Upset Step 1 .06 .003     
      Child Age    -.03 .13 -.03 
      Child Gender    -.82 2.14 -.04 
 Step 2 .20 .04 .04    
      Child Age    .001 .13 .001 
      Child Gender    -.53 2.14 -.03 
      Controllable/Uncon    -.19 .19 -.12 
      Upset/Pleased    -.28 .24 -.14 
 Step 3 .21 .04 .001    
      Child Age    -.004 .13 -.003 
      Child Gender    -.52 2.15 -.03 
      Controllable/Uncon    -.21 .20 -.13 
      Upset/Pleased    -.26 .25 -.13 
      Controllable x Upset    -.01 .05 -.03 
Control/Overreactive Step 1 .06 .003     
      Child Age    -.03 .13 -.03 
      Child Gender    -.82 2.14 -.04 
 Step 2 .32 .10 .10*    
      Child Age    -.07 .13 -.06 
      Child Gender    -1.12 2.06 -.06 
      Controllable/Uncon    -.26 .18 -.16 
      Overreactivity    .50 .20 .28* 
 Step 3 .36 .13 .03    
      Child Age    -.08 .13 -.08 
      Child Gender    -1.10 2.04 -.06 
      Controllable/Uncon    -.25 .18 -.15 
      Overreactivity    .46 .20 .26* 
      Control x 
Overreactive 
   .06 .04 .18 
Controllable/MRO Step 1 .08 .01     
      Child Age    .05 .18 .04 
      Child Gender    1.25 2.71 .07 
 Step 2 .30 .09 .09    
      Child Age    .14 .18 .12 
      Child Gender    1.13 2.65 .06 
      Controllable/Uncon    -.28 .21 -.19 
      MRO    -3.05 1.70 -.27 
 Step 3 .31 .10 .01    
      Child Age    .15 .18 .12 
      Child Gender    1.12 2.67 .06 
      Controllable/Uncon    -.31 .22 -.21 
      MRO    -2.89 1.72 -.26 
      Controllable x MRO    -.17 .30 -.08 
Note. Statistical significance: *p < .05 
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The addition of the interaction term on step 3 of the regression equation did not increase the 
significance of the model (∆F(1,74)  = .2.60, p = .11). No further significant predictors of CP 
were found. 
4.4.1.3 Proportion of Hostile Attributions for CP 
The results of the hierarchial multiple regression analyses for the proportion of hostile 
attributions coded for CP is presented in Table 4.5. The total number of qualitative attributions 
coded was added as a covariate to control for variation in the number of valid attributions made. 
In examining the combination of hostile attributions and overreactive parenting, covariates in 
step 1 accounted for a non-significant .4% of the variance in CP (F(3,76 ) = .09, p = .97). The 
addition of hostile attributions and overreactivity on step 2 accounted for a significant 
additional 8% of the variance in CP (∆F(2,74) = 3.22, p = .046). Overreactive parenting uniquely 
predicted CP (β = .27, p = .02). The addition of the interaction term on step 3 of the regression 
equation did not increase the significance of the model (∆F(1,73)  = .19, p = .67). No further 
significant predictors of CP were found. 
4.5 Comparison of Parental Attributions for CP versus CU traits 
As indicated in Table 4.2, CU traits was significantly associated with CP (ρ = .22, p = .02). The 
second aim of the study was to compare parents’ attributions concerning the cause of CP to 
those of CU trait behaviours. In order to test Hypotheses 4 and 5, Wilcoxon signed rank tests 
for related samples were used to examine mean differences between attributions and affective 
responses to CP versus CU trait behaviour. No significant differences between responses to CP 
and CU traits behaviours were found for Likert ratings of locus (Z = -1.51, p = .13) and 
controllability (Z = -1.62, p = .11). However, hostile attributions were significant higher for CP 
than for CU traits (Z = -4.18, p < .001). Parents also reported feeling more upset in response to 
CP than CU trait behaviours (Z = -4.73, p < .001). 
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Table 4.5 
Hierarchial Regression Models predicting CP from Hostile Attributions and Parenting 
 
Variable Model R R2 R2 Change B SE B β 
Hostile/Upset Step 1 .06 .004     
      Child Age    -.03 .13 -.03 
      Child Gender    -.79 2.16 -.04 
      Total Attributions    .18 .98 .02 
 Step 2 .19 .04 .03    
      Child Age    -.003 .13 -.002 
      Child Gender    -.41 2.17 -.02 
      Total Attributions    .05 .99 .01 
      Hostile proportion    8.18 9.99 .09 
      Upset/Pleased    -.33 .24 -.16 
 Step 3 .22 .05 .01    
      Child Age    -.03 .14 -.03 
      Child Gender    -.49 2.17 -.02 
      Total Attributions    .26 1.01 .03 
      Hostile proportion    7.54 10.02 .09 
      Upset/Pleased    -.37 .24 -.18 
      Hostile x Upset    2.56 2.75 .12 
Hostile/Overreactive Step 1 .06 .004     
      Child Age    -.03 .13 -.03 
      Child Gender    -.79 2.16 -.04 
      Total Attributions    .18 .98 .02 
 Step 2 .29 .08 .08*    
      Child Age    -.08 .13 -.07 
      Child Gender    -1.01 2.10 -.06 
      Total Attributions    -.19 .97 -.02 
      Hostile proportion    7.86 9.74 .09 
      Overreactivity    .48 .20 .27* 
 Step 3 .29 .09 .002    
      Child Age    -.08 .13 -.07 
      Child Gender    -1.10 2.11 -.06 
      Total Attributions    -.14 .98 -.02 
      Hostile proportion    8.55 9.92 .10 
      Overreactivity    .48 .20 .27* 
      Hostile x 
Overreactive 
   1.08 2.51 .05 
Hostile/MRO Step 1 .09 .01     
      Child Age    .05 .18 .04 
      Child Gender    1.02 2.83 .05 
      Total Attributions    -.41 1.25 -.05 
 Step 2 .26 .07 .06    
      Child Age    .14 .19 .11 
      Child Gender    .87 2.81 .05 
      Total Attributions    -.68 1.29 -.08 
      Hostile proportion    7.20 13.01 .08 
      MRO    -2.68 1.69 -.24 
 Step 3 .26 .07 .000    
      Child Age    .14 .19 .11 
      Child Gender    .89 2.85 .05 
      Total Attributions    -.68 1.30 -.08 
      Hostile proportion    7.25 13.17 .08 
      MRO    -2.69 1.71 -.24 
      Hostile x MRO    -.60 17.84 -.01 
Note. Statistical significance: *p < .05 
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4.6 Parenting and CU traits 
In order to address the third aim of the study regarding the influence of parental attributions on 
parenting risk processes in the development of early CU traits, relationships between parenting 
variables and CU traits were examined. Spearman’s rho correlational analyses were first 
conducted to test Hypotheses 6 and 7 regarding the association between parental attributions 
(internal, controllable, hostile) and parental responses (negative affect, overreactivity, poor 
emotional quality of the parent-child relationship and harsh parenting) to CU trait severity. 
As indicated in Table 4.2, CU trait severity was not found to be significantly associated with 
any attribution or parenting variable (all p’s > .05). In examining the association between 
attributions for CU traits and parental responses, the proportion of hostile attributions for CU 
traits was found to be significantly associated with harsh parenting towards CU traits (ρ = .27, 
p = .02). Attributions for CU traits were not associated with other parental responses (all p’s > 
.05). 
4.6.1 Predicting CU traits from Attributions and Parental Responses 
A series of hierarchial multiple regression analyses (MRA) were conducted to test Hypothesis 
8, in examining each form of attribution for CU traits, parenting response, and attribution x 
parenting interaction term as predictors of CU traits, when controlling for child age and gender. 
Regression analyses were then repeated with CP added as an additional covariate, to examine 
whether findings were uniquely associated with CU traits. 
4.6.1.1. Attribution of Locus for CU traits 
Results concerning the attribution of locus are presented in Table 4.6. No significant predictors 
of CU traits were found (all p’ s > .05).  The hierarchial MRAs were then repeated  
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Table 4.6 
Hierarchial Regression Models predicting CU traits from Locus Attribution and Parenting 
 
Variable Model R R2 R2 Change B SE B β 
Internal/Upset Step 1 .13 .02     
      Child Age    -.03 .03 -.13 
      Child Gender    -.09 .50 -.02 
 Step 2 .17 .03 .01    
      Child Age    -.03 .03 -.12 
      Child Gender    -.06 .50 -.01 
      Internal/External    .04 .05 .09 
      Upset/Pleased    -.03 .06 -.06 
 Step 3 .24 .06 .03    
      Child Age    -.03 .03 -.12 
      Child Gender    .07 .50 .02 
      Internal/External    .02 .05 .06 
      Upset/Pleased    -.03 .06 -.06 
      Internal x Upset    -.02 .01 -.18 
Internal/CU Harsh Step 1 .13 .02     
      Child Age    -.03 .03 -.13 
      Child Gender    -.09 .50 -.02 
 Step 2 .16 .03 .01    
      Child Age    -.03 .03 -.12 
      Child Gender    -.08 .50 -.02 
      Internal/External    .03 .05 .08 
      Harsh Parenting CU    -.17 .50 -.04 
 Step 3 .22 .05 .02    
      Child Age    -.04 .03 -.14 
      Child Gender    -.02 .50 -.01 
      Internal/External    .04 .05 .09 
      Harsh Parenting CU    -.25 .50 -.06 
      Internal x CU Harsh    .14 .10 .16 
Internal/Overreactive Step 1 .13 .02     
      Child Age    -.03 .03 -.13 
      Child Gender    -.09 .50 -.02 
 Step 2 .17 .03 .01    
      Child Age    -.04 .03 -.13 
      Child Gender    -.10 .50 -.02 
      Internal/External    .03 .04 .07 
      Overreactivity    .03 .05 .08 
 Step 3 .18 .03 .002    
      Child Age    -.04 .03 -.14 
      Child Gender    -.07 .51 -.02 
      Internal/External    .03 .05 .08 
      Overreactivity    .03 .05 .07 
      Internal x Overreactive    .003 .01 .04 
Internal/MRO Step 1 .06 .004     
      Child Age    -.02 .04 -.06 
      Child Gender    -.02 .65 -.01 
 Step 2 .12 .02 .01    
      Child Age    -.01 .05 -.03 
      Child Gender    -.03 .66 -.01 
      Internal/External    .03 .06 .09 
      MRO    -.15 .41 -.06 
 Step 3 .14 .02 .01    
      Child Age    -.01 .05 -.03 
      Child Gender    -.03 .66 -.01 
      Internal/External    .04 .06 .09 
      MRO    -.20 .43 -..08 
      Internal x MRO    -.05 .11 -.07 
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with CP entered as an additional covariate. It remained that no significant predictors of CU 
traits was found (all p’s > .05).  
4.6.1.2 Controllability Attribution for CU traits 
The results of the hierarchial multiple regression analyses for the controllability attribution for 
CU traits are presented in Table 4.7.  No significant predictors of CU traits were found (all p’ 
s >.05).  This remained the case when CP was entered as an additional covariate (all p’s > .05).  
4.6.1.3 Proportion of Hostile Attributions for CU traits 
The results of the hierarchial multiple regression analyses for the proportion of hostile 
attributions coded for CU traits is presented in Table 4.8, with the total number of open ended 
attribution statements made added as a covariate. No significant predictors of CU traits were 
found (all p’s > .05).  This remained the case when CP was entered as an additional covariate 
(all p’s > .05). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
84 
 
Table 4.7 
Hierarchial Regression Models predicting CU traits from Controllability Attribution and Parenting 
 
Variable Model R R2 R2 Change B SE B β 
Control/Upset Step 1 .13 .02     
      Child Age    -.03 .03 -.13 
      Child Gender    -.09 .50 -.02 
 Step 2 .14 .02 .003    
      Child Age    -.03 .03 -.12 
      Child Gender    -.09 .51 -.02 
      Controllable/Uncon    .01 .05 .03 
      Upset/Pleased    -.02 .06 -.05 
 Step 3 .22 .05 .03    
      Child Age    -.04 .03 -.13 
      Child Gender    -.07 .51 -.02 
      Controllable/Uncon    .02 .05 .05 
      Upset/Pleased    -.02 .05 -.04 
      Controllable x Upset    -.02 .01 -.17 
Control/CU Harsh Step 1 .13 .02     
      Child Age    -.03 .03 -.13 
      Child Gender    -.09 .50 -.02 
 Step 2 .14 .02 .001    
      Child Age    -.03 .03 -.12 
      Child Gender    -.10 .51 -.02 
      Controllable/Uncon    .01 .05 .02 
      Harsh Parenting CU    -.11 .50 -.03 
 Step 3 .15 .02 .003    
      Child Age    -.04 .03 -.13 
      Child Gender    -.10 .51 -.02 
      Controllable/Uncon    .01 .05 .02 
      Harsh Parenting CU    -.08 .51 -.02 
      Control x CU Harsh    .05 .10 .05 
Control/Overreactive Step 1 .13 .02     
      Child Age    -.03 .03 -.13 
      Child Gender    -.09 .50 -.02 
 Step 2 .16 .02 .01    
      Child Age    -.04 .03 -.14 
      Child Gender    -.12 .51 -.03 
      Controllable/Uncon    .01 .05 .02 
      Overreactivity    .03 .05 .08 
 Step 3 .22 .05 .02    
      Child Age    -.04 .03 -.15 
      Child Gender    -.14 .51 -.03 
      Controllable/Uncon    .02 .05 .05 
      Overreactivity    .03 .05 .06 
      Control x Overreactive    .01 .01 .15 
Control/MRO Step 1 .06 .004     
      Child Age    -.02 .04 -.06 
      Child Gender    -.02 .65 -.01 
 Step 2 .17 .03 .03    
      Child Age    -.00 .05 -.01 
      Child Gender    -.20 .68 -.04 
      Controllable/Uncon    .06 .06 .15 
      MRO    -.19 .41 -.07 
 Step 3 .17 .03 .002    
      Child Age    -.004 .05 -.01 
      Child Gender    -.19 .68 -.04 
      Controllable/Uncon    .05 .06 .14 
      MRO    -.16 .42 -.06 
      Controllable x MRO    -.02 .08 -.05 
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Table 4.8 
Hierarchial Regression Models predicting CU traits from Hostile Attributions and Parenting 
 
Variable Model R R2 R2 Change B SE B β 
Hostile/Upset Step 1 .19 .04     
      Child Age    -.03 .03 -.12 
      Child Gender    -.04 .50 -.01 
      Total Attributions    .27 .22 .14 
 Step 2 .19 .04 .002    
      Child Age    -.04 .03 -.13 
      Child Gender    -.06 .51 -.01 
      Total Attributions    .27 .24 .13 
      Hostile proportion    .70 1.96 .04 
      Upset/Pleased    -.001 .06 -.001 
 Step 3 .21 .05 .01    
      Child Age    -.03 .03 -.12 
      Child Gender    -.12 .52 -.03 
      Total Attributions    .26 .24 .13 
      Hostile proportion    .59 1.97 .04 
      Upset/Pleased    -.004 .06 -.01 
      Hostile x Upset    .36 .45 .09 
Hostile/CU Harsh Step 1 .19 .04     
      Child Age    -.03 .03 -.12 
      Child Gender    -.04 .50 -.01 
      Total Attributions    .27 .23 .14 
 Step 2 .20 .04 .004    
      Child Age    -.03 .03 -.13 
      Child Gender    -.06 .50 -.01 
      Total Attributions    .27 .23 .13 
      Hostile proportion    .88 1.99 .05 
      Harsh Parenting CU    -.20 .51 -.05 
 Step 3 .23 .05 .01    
      Child Age    -.03 .03 -.11 
      Child Gender    -.10 .51 -.02 
      Total Attributions    .28 .23 .14 
      Hostile proportion    .70 2.00 .04 
      Harsh Parenting CU    -.30 .53 -.07 
      Hostile x CU Harsh    4.01 4.16 .12 
Hostile/Overreactive Step 1 .19 .04     
      Child Age    -.03 .03 -.12 
      Child Gender    -.04 .50 -.01 
      Total Attributions    .27 .23 .14 
 Step 2 .20 .04 .01    
      Child Age    -.04 .03 -.14 
      Child Gender    -.07 .51 -.02 
      Total Attributions    .25 .23 .13 
      Hostile proportion    .56 1.92 .03 
      Overreactivity    .03 .05 .06 
 Step 3 .21 .04 .002    
      Child Age    -.04 .03 -.13 
      Child Gender    -.06 .51 -.01 
      Total Attributions    .24 .23 .12 
      Hostile proportion    .55 1.94 .03 
      Overreactivity    .03 .05 .06 
      Hostile x Overreactive    .16 .41 .05 
Hostile/MRO Step 1 .10 .01     
      Child Age    -.02 .04 -.06 
      Child Gender    .06 .67 .01 
      Total Attributions    .15 .30 .08 
 Step 2 .16 .02 .02    
      Child Age    -.003 .05 -.01 
      Child Gender    .07 .68 .02 
      Total Attributions    .14 .30 .07 
      Hostile proportion    -1.89 2.58 -.11 
      MRO    -.18 .41 -.07 
(table continues) 
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Variable Model R R2 R2 Change B SE B β 
 Step 3 .23 .05 .03    
      Child Age    -.02 .05 -.06 
      Child Gender    .08 .68 .02 
      Total Attributions    .06 .31 .03 
      Hostile proportion    -1.68 2.58 -.10 
      MRO    .12 .48 .04 
      Hostile x MRO    -4.46 3.88 -.20 
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Chapter 5 
Discussion 
 
5.1 Overview  
The broad aim of this study was to examine the significance of parental attributions in parenting 
risk processes for CP and CU traits. Attributions were elicited from parents of toddlers referred 
for conduct problems to test their significance in the early childhood period. Associations 
between parental attributions (internal, controllable, hostile), parental responses (negative 
affect, overreactivity, poor emotional quality of the parent-child relationship and harsh 
parenting to CU traits), and the severity of CP and CU traits were examined. This chapter 
presents an evaluation of the research hypotheses in light of the findings. This study was highly 
novel on various grounds, representing the first study to compare parental attributions and 
affective reactions towards features of CP versus CU traits, and to examine the relationship 
between parental attributions and CU trait severity. Findings regarding specific hypotheses are 
discussed below. 
5.2 Parenting and Conduct Problems 
The hypothesis that negative parental attributions would be associated with CP severity was 
partially supported. Severity of CP was significantly associated with higher internal attribution 
ratings for CP. Hence, parents of children with more severe CP tended to rate the cause of child 
misbehaviour to factors within the child rather than due to other people or the environment. 
This is consistent with previous research by Wilson et al. (2006) who examined attributions in 
parents of preschool children with varying levels of CP. Internal attributions may at least 
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partially reflect the reality of differences in parents’ histories with their own children. However, 
given that all parents were responding to the same scenarios it is likely that additional parent 
biases contribute to this association (Johnson & Ohan, 2005). The strength of the association 
is reflected in the finding that the relationship between internal attributions and CP remained 
significant when controlling for child age, child gender and overreactive discipline or the 
emotional quality of the parent-child relationship.  
Attributing misbehaviour to internal and controllable factors was also found to be associated 
with parents’ report of feeling more upset by the misbehaviour. This corresponds with previous 
findings regarding the influence of negative attributions on parents’ negative affective 
responses (Dix et al., 1986; Leung & Slep, 2006; Smith & O’Leary, 1995). This association 
likely reflects a transactional process, namely that at the same time that a parent attributes the 
cause of misbehaviour to within or controllable by the child and becomes upset, the resultant 
emotional response is likely to foster an escalating system of negative interpretive bias (Dix et 
al., 1990; 1991). While negative affect has further been shown to be a significant predictor of 
overreactive discipline methods (Smith & O’Leary, 1995), this was not the case in the current 
study. 
Controllable and hostile attributions were not associated with CP severity in the current sample. 
This may be due to the age of the children. Qualitative attributions that were not considered 
hostile included causal statements that were coded as internal but uncontrollable and/or 
universal. Attributing causes to uncontrollable and universal factors are arguably more relevant 
to the age of the child, as these factors can reflect a perceived lack of understanding or reference 
to developmental level. The suggestion of the relevance of age in understanding the current 
findings is supported by previous research. Attributions of controllability for child behaviour 
have been found to significantly increase with age (Dix et al., 1986; Johnson & Patenaude, 
1994). Further, longitudinal research has demonstrated that while conduct problems predict 
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negative attributions from age three to four (Wilson et al., 2006) and from kindergarten to first 
grade (Snyder et al., 2005), negative attributions do not predict conduct problems over the same 
time period. These findings suggest that negative parental attributions may develop over time 
as negative interactions between the parent and child increase. It may consequently be the case 
that more hostile attributions become relevant in older children with serious conduct problems.  
The hypothesis that negative parental responses would be associated with the severity of CP 
was partially supported. CP severity was significantly associated with parent reports of feeling 
more upset by CP behaviours, and endorsing of more overreactive discipline strategies. It was 
not however, associated with the emotional quality of the parent-child relationship. The 
tendency for parents of children with severe CP to demonstrate more negative affect and 
overreactivity reflects established findings in the literature regarding parenting risk processes 
in the development of CP. Specifically, harsh and coercive parenting practices are theorised to 
trigger escalating levels of negative affect in the child, which results in child emotion regulation 
deficits and maintains aversive parental responding (Patterson, 1982).  
Contrary to predictions, negative attributions concerning CP did not moderate the association 
between negative parenting and CP. No significant interactions between attributions and 
parental responses in the prediction of CP were found. This is in contrast to Snyder et al. (2005), 
who reported that the combination of a high level of hostile attributions and ineffective/irritable 
observed discipline predicted growth in CP at home and at school. Whereas Snyder et al. (2005) 
examined growth in CP, the current study examined this relationship cross-sectionally in 
younger children. The findings may consequently reflect the less influential role that 
attributions play in shaping parental responses that contribute to the severity of CP in early 
childhood. It is clear that overreactive discipline plays a particularly important role in the 
development of early CP, as overreactivity remained a significant predictor of CP when 
controlling for child age, child gender and parental attributions.  
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5.3 Comparison of Parental Attributions for CP versus CU traits 
The hypothesis that parental attributions would be more negative towards CP than CU trait 
behaviours was partially supported. The proportion of coded hostile attributions was 
significantly higher for CP than CU traits, but no differences were found in attribution 
dimension ratings of locus or controllability. The lack of significant differences in attribution 
dimension ratings was unexpected, particularly regarding the controllability attribution. 
Previous studies had found that behaviours reflecting neurodevelopmental deficits elicited 
more uncontrollable attributions than CP behaviour (Chavira et al., 2000; Johnson & 
Patenaude, 1994). It was expected that deficits reflecting CU traits would be understood in a 
similar manner. Attributing the cause of behaviours reflecting neurodevelopmental deficits to 
uncontrollable factors has been conceptualised as a disorder-based understanding of child 
behaviour (Johnson & Freeman, 1997). It appears then that deficits reflecting CU traits are not 
commonly understood by parents as a reflection of a disorder. A disorder-based understanding 
may be more likely to occur when the child has been formally diagnosed with a disorder, as 
was the case in the previous studies with diagnoses of ADHD or ID required for participation.  
As predicted, hostile attributions were significantly greater for CP than CU traits. Attributions 
were coded as hostile when the cause of the behaviour was described as within the child, 
controllable by the child and due to something unique about the child (rather than being typical 
of a child at that age). This final personal/universal dimension was not assessed through a rating 
scale. Rather, it was added to the coding system to assist in differentiating qualitative responses, 
for example “he does not care” from “too young to really understand why mummy is upset”. 
While tentative suggestions can therefore only be made, a developmental understanding may 
be more protective against hostile attributions towards CU trait behaviour than CP in early 
childhood. As this is the first study to examine differences in parental attributions for these 
behaviours, further research is needed to directly examine whether behaviours reflecting a lack 
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of empathy and guilt are more likely to be viewed as typical of a child’s developmental stage 
than CP. This is important, as previous research has demonstrated significant associations 
between personal (i.e. unique) attributions and maternal criticism and hostility (Bolton et al., 
2003).  
As predicted, parents reported feeling more upset by CP than CU trait behaviours. It may be 
the case that the tendency for parents to understand CP in a more hostile manner contributed 
to these findings. However, in the current study hostile attributions were not directly associated 
with parent reported negative affect. Given that the sample consisted of parents of children 
clinic referred for CP, it may also be the case that the history of difficult parent-child 
interactions sensitised parents to common examples of conduct problem behaviour (Johnson & 
Patenaude, 1994).  
5.4 Parenting and CU traits 
The hypothesis that parental attributions would be associated with the severity of CU traits was 
not supported. No significant relationships were found between CU traits and attributions of 
locus, controllability or hostile attributions. This is the first study to examine the association 
between parent reported CU traits and parental attributions for CU traits and CP. The findings 
suggest that parents of children with high CU traits understand CU trait behaviour in a similar 
manner to parents of children with low CU traits. Such results may indicate that parental 
attributions are somewhat independent of the role that family environment may play in the 
development of CU traits.  In support of this argument, mean levels of CU traits in the current 
study were found to be substantially higher than in a large community study (Frick, Bodin & 
Barry, 2000). Hence, it would be expected that if negative attributions were directly associated 
with CU traits, such an association would be evident in the current sample.  
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It is important to note however, that the proportion of hostile attributions made concerning CU 
traits was significantly associated with harsher parenting in response to CU traits. This suggests 
that parental attributions may play a potentially important role in shaping parenting responses 
directed towards high CU traits children. Additionally, it may potentially be the case that 
parental attributions become more important in parenting risk processes for high CU traits 
children at older ages. Parents have been found to hold children more accountable for their 
behaviour as they age (Dix et al., 1986; Johnson & Patenaude, 1994). Hence if parental 
understanding of CU traits is influenced by developmental beliefs, this understanding may 
change as the child ages and expectations for the child’s capabilities increase.  
Contrary to predictions, CU traits were not associated with any negative parenting variable. 
Although research has often found CU traits to be associated with the quality of parenting, the 
findings of studies on this topic have often been mixed (Waller, Gardner & Hyde, 2013). For 
example, one study included in the systematic review found that CU traits were associated with 
parent hostility but not interpersonal sensitivity (Loney, Huntenburg, Counts-Allan & 
Schmeelk, 2007). On the other hand, harsh-intrusive parenting behaviours have been found to 
only be related to CU traits for young children with a methionine allele of the brain-derived 
neurotrophic gene, which is associated with individual differences in the ability to learn from 
punishment (Willoughby et al., 2013). It may be the case that early childhood CU traits are 
relevant to dimensions of parenting that were not measured in the current study. It is worth 
noting that data for coding the emotional quality of the parent-child relationship (MRO) was 
only available for a subset of participants and was skewed towards higher MRO. This may 
have limited statistical power to detect significant effects.  
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5.5 Implications of the Findings 
The findings from the current study have a number of implications regarding the construct of 
CU traits in early childhood. The first regards the measurement of CU traits. Concerns have 
often been raised regarding the influence of parent biases in the reporting of CU traits in their 
children. This study suggests however, that parent reports of CU traits are not associated with 
parental attributions for either CU traits or CP. This stands in contrast to parent report of CP, 
which was found to be significantly associated with internal attributions. Hence, these findings 
add support to the argument that parent reports of CU traits do not simply reflect a distorted 
parental perception about the child. Parents appear to be able to make judgments concerning 
the presence of CU traits in their child independently from how these traits are perceived.  
The data collected in the current study replicate findings from the meta-analysis presented 
earlier in the thesis, showing that CU traits were associated with more severe CP in a mixed 
gender sample in early childhood. While CU traits and CP are related, CU traits demonstrated 
differential associations with the study variables to CP. CP were significantly associated with 
negative parental affect and overreactive discipline, whereas CU traits were not associated with 
any parenting variable. These differential associations support recent research that 
demonstrates that CU traits is a valid construct, distinct from CP in early childhood (e.g. 
Waller, Hyde et al., 2014; Willoughby et al., 2011). 
The findings from the current study suggest that parental attributions are somewhat 
independent of the role that family environment may play in the development of early 
childhood CP and CU traits. At the same time however, parental attributions appear to have at 
least some influence in shaping parental responses to specific behaviours. Attributing the cause 
of CP behaviours to internal and controllable factors was associated with feeling more upset 
by the behaviour. Likewise, attributing the cause of CU trait behaviours to internal, controllable 
94 
 
and unique factors (i.e. hostile attribution) was associated with harsher parenting towards 
behaviours that reflect the core features of CU traits. While parental attributions may not need 
to be a key target of current parenting interventions in early childhood, exploring parents’ 
causal reasoning for child behaviour could provide important insights into the parenting 
processes that contribute to dysfunction among children with conduct problems and CU traits.  
5.6 Strengths of the Study 
Strengths of the current study include the nature of the participant sample. Limited research on 
parental attributions has been conducted in clinic-referred samples of the toddler age group. 
This allowed for the examination of processes related to the initiation of coercive dynamics in 
the development of conduct problems and CU traits. Further, the study included both male and 
female children, as both genders are known to display early childhood conduct problems and 
CU traits. Finally, the sample was representative of the population that typically accesses 
community based parenting services, based on SES, country of birth and severity of CP. This 
allowed for the potential identification of intervention targets at a more amenable age, in a 
population most in need of intervention.  
The study also benefited from a number of strengths related to design. A multi-method 
assessment of parental attributions was utilised. Ratings on established attribution dimensions 
and parent generated causal reasoning were examined. Great variability in the method of 
measuring attributions exists in the literature. This study demonstrated that attribution 
dimension ratings were generally not associated with parents’ open-ended responses. Parental 
attributions hence appear to reflect complex causal reasoning processes, which may be better 
captured by a multimethod assessment. The study also measured parental responses through a 
number of relevant parenting dimensions. This included a novel method for measuring negative 
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parental responses to CU traits, and the analysis of independent observations of the quality of 
the parent-child relationship at the dyadic level.  
Finally, this study examined parental attributions and parental responses as they related to the 
severity of CP and CU traits. Studies that have limited analyses to examining the relationship 
between attributions and parenting are not able to demonstrate the direct relevance of these 
variables to the development of child psychopathology. The current study further examined the 
interaction between attributions and parental responses, in order to more comprehensively 
understand how these variables may affect the development of CP and CU traits.  
5.7 Limitations of the Study 
The findings from this study should be considered in light of several limitations. First, the 
design of the study was cross-sectional, and therefore did not allow conclusions to be drawn 
about the direction of the effects. Current models of the development of child conduct problems 
(e.g. Patterson, 1982) emphasise the reciprocal relationships between parent and child factors. 
There are likely transactional processes that occur in the relationship between child 
psychopathology and both parental attributions and parenting responses (Bugental et al., 1988). 
This was not able to be examined. However, this was justified in the current study given the 
preliminary nature of the research questions. 
Secondly, the reliance on parent-report measures may have overestimated significant 
associations due to shared method variance. Both parents’ responses to parenting measures and 
their ratings of their own children could be argued as reflections of prevailing attitudes or 
parenting styles. Several findings however, suggest this was not the case. The relationship 
between parental attributions and child psychopathology was limited to attributions of locus 
with CP only. Further, a number of studies have demonstrated the reliability of parent report 
96 
 
data, in being significantly associated with independent observations of both child behaviour 
and parenting (e.g. Arnold et al., 1993; Dadds et al., 2003).  
Thirdly, the use of the WAQ (Johnson & Freeman, 1997) as a measurement of parental 
attributions was limited by a lack of psychometric and normative data. This has been identified 
as a common issue in the measurement of stimulus-dependent attributions, as the attribution 
measure is often utilised as an experimental task (Bugental et al., 1998). The lack of this data 
restricted the clinical utility of the measure, as it was not possible to determine whether the 
findings reflected typical responses in this population. The generalizability of the measure was 
further limited by the provision of child behaviour scenarios, rather than allowing for parent 
generated examples. However, the provision of scenarios allowed for greater comparability of 
parental responses. Further, efforts were made to ensure that the scenarios reflected typical 
toddler behaviours. Scenarios were based on established measures of child behaviour, and were 
cross-checked with child behaviour experts.  
5.8 Future Directions 
The current study has presented some novel findings regarding the relevance of parental 
attributions to early childhood conduct problems and CU traits. Given the originality of the 
study however, further research is required to confirm the results. It has been suggested that 
the sample age may have been relevant in interpreting the current findings. As such, further 
exploration of the relationships between attributions and CP and CU traits in older samples 
would aid in clarifying the importance of parental attributions in this clinical population. These 
relationships ultimately require further testing within a longitudinal design to examine causal 
directions.  
In order to address the shortcomings of the study, multi-informant reports of conduct problems 
and CU traits should still be collected when possible to reduce the potential for shared method 
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variance. Further, the interplay between parental attributions and responses in relation to child 
behaviour may be more clearly identified by assessing attributions as they actually occur during 
microsocial parent-child exchanges (Bugental et al., 1988; Snyder et al., 2005).  
As parental attributions were not found to influence parenting risk processes in the 
development of CP and CU traits, future research in this area may benefit from examining other 
parent characteristics in addition to parental attributions. It may be that other parent variables 
are more relevant to parenting risk processes in this age group. For example, parental self-
efficacy has been identified as a significant predictor of overreactive parenting in early 
childhood samples (Bor & Sanders, 2004; Sanders & Woolley, 2004). 
5.9 Conclusion 
In conclusion, the results of the current study suggest that while parental attributions may not 
play an important role in the development of early childhood CP and CU traits, they may 
influence how parents respond to particular child behaviours. Internal and controllable 
attributions were associated with greater negative affect towards CP, and parent generated 
hostile attributions were associated with harsher parenting towards CU traits. The influence 
that attributions may have on parenting reactions makes them a worthwhile focus of clinical 
investigation.  
Findings from the current study and previous longitudinal research (e.g. Wilson et al., 2006) 
suggest that early CP has an impact on parental cognitions regarding the causal locus of their 
child’s misbehaviour. On the other hand, this is the first study to find that CU traits do not 
appear to be related to parental attributions in early childhood. This may be due to the 
developmental stage of the child, with young age a protective factor in the formation of 
negative attributions towards CU trait behaviours. It is clear that greater understanding is 
needed of the parent-child dynamics that shape early developmental trajectories associated with 
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CU traits. This thesis has highlighted that the presence of CU traits is a marker for particularly 
severe conduct problems beginning in early childhood. It is therefore vital that future research 
continue to investigate the contributions of parenting processes to early childhood conduct 
problems and CU traits.  
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Appendices 
 
Appendix A: Attribution Coding System 
 
Attributional Coding Script  
 
1. Is an attribution present? 
 Yes [1]: The statement provides a causes for the child’s behaviour or provides a 
reason why the child behaved in the way he/she did 
 No [0]: Not a causal statement e.g. I don’t know, my child wouldn’t do this 
 
2. For statements that contain an attribution:  
 
a. Internal/External  
Definition of the internal/external dimension: Is the cause something within or about the 
person (internal), or something about someone else or the environment/situation 
(external)? 
 
 Internal [2]: The cause is something about or within the child i.e. 
personality/nature/mood state/their age e.g. “they do not care” 
 Both [1]: The cause is about the person and the environment/situation/other people 
External [0]: The cause is something about another person or the 
environment/situation e.g. “because I didn’t give warning about my expectations of 
behaviour at the shops” 
 
b. Personal/Universal 
Definition of the personal/universal dimension: Is the cause something unique or 
idiosyncratic about the person (personal), or something typical of the reference group 
(universal)? 
 
 Personal [2]: The cause is something unique or particular about the person e.g. “he 
didn’t notice” 
 Both [1]: The cause is unique to the person and typical of their reference group, or is 
unclear- including is learning, has not yet learnt or doesn’t understand 
 Universal [0]: The cause has nothing to do with the particular person, rather it would 
be the same for any other person in the reference group i.e. references to age, 
developmental e.g. “he has a lack of understanding developmentally about empathy” 
 
c. Controllable/Uncontrollable: 
Definition of the controllable/uncontrollable dimension: Is the cause something within 
the person’s control (controllable), or something outside of the person’s control 
(uncontrollable)? 
 
 Controllable [2]: The cause is something the person can control e.g. “he wants to go 
to bed when he wants” 
 Both [1]: The cause is sometimes under the person’s control, but not always, or needs 
both parent and child for action to occur 
 Uncontrollable [0]: The cause is something outside of the person’s control such as 
lack of understanding, illness, tired e.g. “doesn’t understand that the other child has 
hurt themselves” 
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Appendix B: CU traits Negative Parenting Coding System 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Parenting Responses to CU traits Coding 
Negative Parenting: YES [1] OR NO [0] 
Statement contains one (or more) of the following maladaptive parenting practices: 
 Expressing negative affect e.g. get upset, react angrily 
 Expressing hostility towards the child 
 Verbal/physical punishment 
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Appendix C: MRO Coding System 
 
 
Mutually Responsive Orientation (MRO) 
 
The coder watches the entire context, focusing on the dyad rather than on either individual. Then, 
for that context, the coder assigns one overall rating, on the scale 1-5: 
 
“This dyad has MRO” 
 
Descriptions of the anchor points 
 
1 Very untrue of dyad; very low MRO, poor relationship.  
 
All or some (but very strong) of the following clearly present, observed often and/or of high 
intensity: adversarial, disconnected, unresponsive, hostile, affectively negative.  
 
The following extremely rare: mutually responsive, coordinated, harmonious, in sync, attuned to 
each other, mutually cooperative, affectively positive.  
 
Coder Notes: MRO is very low, all of the time, with maximum only one brief/mild positive 
instances.  
Example: 
 The relationship is completely disconnected and unresponsive (even if hostility/negative 
affect/adversarial is not present)  
 
2 Quite/rather untrue of dyad; low level of MRO, not a very good relationship.  
 
One or more of the following can be observed: adversarial, disconnected, unresponsive, hostile, 
affectively negative.  
 
The following rarely seen: mutually responsive, coordinated, harmonious, in sync, attuned to 
each other, mutually cooperative, affectively positive. 
 
Coder Notes: MRO is predominantly low i.e. negative instances are more marked than positive 
instances, with allowances for some positive instances.  
Example: 
 Predominantly negative (disconnected, lack of warmth), but with clear period of 
coordination/cooperation  
 
3 Dyad fluctuates between low and high MRO or dyad is average (neither high nor low). 
 
Coder Notes: MRO is either: clearly high and clearly low, with neither more predominant than 
the other, OR MRO is not meeting criteria for either high or low 
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4 Quite/rather true of dyad, reasonable MRO, reasonable relationship.  
 
One or more of the following can be observed: mutually responsive, coordinated, harmonious, in 
sync, attuned to each other, mutually cooperative, affectively positive.  
 
The following rarely seen: adversarial, disconnected, unresponsive, hostile, affectively negative. 
 
Coder Notes: MRO is predominantly high i.e. positive instances are more marked than negative 
instances, with allowances for some negative instances.  
Example: 
 The dyad is consistently interacting with coordinated/harmonious/in sync/mutually 
responsive, however there are only a small number of instances of positive affect and 
warmth 
 
 
5 Very true of dyad; very high MRO, excellent relationship.  
 
All of the following clearly present, observed often and/or of high intensity: mutually responsive, 
coordinated, harmonious, in sync, attuned to each other, mutually cooperative, affectively 
positive.  
 
The following extremely rare: adversarial, disconnected, unresponsive, hostile, affectively 
negative. 
 
Coder Notes: MRO is very high, all of the time, with maximum only one brief/mild negative 
instance 
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Appendix E: Information and Consent Forms 
                
Parenting, child temperament and behaviour [Version 2, 15.03.13] Page 1 of 154 
 
 
 
 
Participant Information Statement - Parent/Guardian 
 
Karitane Toddler Clinic 
 
Title Parenting, child temperament and behaviour 
Protocol Number 13/015 
Principal Investigator Dr David Hawes, The University of Sydney 
 
 
Part 1: What does participation involve? 
 
1. Introduction
 
 
At Karitane we aim to provide the best possible support and treatment for families with young children. As 
part of this aim, we conduct research in order to continually improve the effectiveness of this treatment. 
This is an invitation for you to participate and to permit your child to participate in a study of child and 
parent factors in the development and treatment of behavioural issues in young children. 
 
This Participant Information Statement/Consent Form tells you about the research project. It explains the 
tests and research involved. Knowing what is involved will help you decide if you want to take part in the 
research with your child. Please read this information carefully. Ask questions about anything that you 
don’t understand or want to know more about. Participation in this research is voluntary. If you do not 
wish to take part with your child, you do not have to. You and your child will receive the best possible care 
whether or not you take part. 
 
If you decide you want to take part in the research project with your child, you will be asked to sign the 
consent forms. By signing them you are telling us that you: 
• Understand what you have read 
• Consent to taking part with your child in the research project 
• Consent to you and your child having the tests and research that are described 
• Consent to the use of your personal information, and that of your child, as described. 
 
You will be given a copy of this Participant Information Statement and the Consent Forms to keep. 
 
2. What is the purpose of this research? 
 
The aim of the research is to help us to better understand how young children manage their emotions and 
behaviour, and the role that parents play in this process. Research has shown that parenting and child 
temperament influence early childhood behaviour. This research aims to expand on current knowledge in 
order to improve existing treatments and develop new treatment options.  
 
This research has been initiated by Dr David Hawes at The University of Sydney. The results of this 
research will be used by Ms Ameika Johnson and Ms Thea Longman to obtain a Master of Science 
degree at The University of Sydney. 
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3. What does participation in this research involve? 
 
As a client of the Karitane Toddler Clinic, you will be asked by a member of the clinical staff to do the 
following, as part of the routine clinical assessment: 
 
1. Participate in an interview, in which you will be asked some questions about your child, yourself 
and your family. This will take approximately 1 hour; 
2. Complete some questionnaires about your child, yourself and your family. This will take 
approximately 1 hour; 
3. The clinical staff will then observe your child’s behaviour with you while playing various games, 
which will also be videotaped. These activities will take approximately 20 minutes. 
 
If you decide to participate in the research with your child, you will be asked to complete some additional 
questionnaires about your child and yourself. You will only be asked to complete these questionnaires 
once. Participation in the research will take approximately 1 hour of extra time, in addition to your clinical 
assessment at the Toddler Clinic.  
 
By consenting to participate with your child, you will also be giving consent for the researchers to use the 
information obtained from your clinical assessment, including the interview, questionnaires and video 
recordings. No part of the research will be conducted until the Consent Forms are signed. 
 
There are no additional costs associated with participating in this research project, nor will you or your 
child be paid.  
 
This research project has been designed to make sure the researchers interpret the results in a fair and 
appropriate way and avoids researchers or participants jumping to conclusions.   
 
4. Other relevant information about the research project 
 
This research project is being conducted at the Karitane Toddler Clinic. The project is coordinated by Dr 
David Hawes, Ms Ameika Johnson and Ms Thea Longman from The University of Sydney, and Dr Jane 
Kohlhoff, Karitane Research Coordinator. 
 
5. Does my child have to take part in this research project? 
 
Participation in any research project is voluntary. If you do not wish to participate with your child you do 
not have to. If you decide to take part and later change your mind, you are free to withdraw yourself and 
your child from the project at any stage. 
 
If you do decide to take part with your child, you will be given this Participant Information Statement and 
Consent Form to sign and you will be given a copy to keep. Your decision whether or not to participate 
with your child, or to take part and then withdraw, will not affect you or your child’s routine treatment, 
relationship with those treating you, or your relationship with the Karitane Toddler Clinic, South Western 
Sydney Local Health District, The University of Sydney or any other institution cooperating in this study, 
or any person treating you. 
 
6. What are the possible benefits of taking part? 
 
We do not anticipate that you or your child will receive any direct benefits from this research, however it is 
expected that the results of the research will improve the effectiveness of treatments in the future. 
 
7. What are the possible risks and disadvantages of taking part? 
 
There are no anticipated risks or disadvantages associated with participation in this research. 
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8. What if I withdraw from this research project? 
 
If at any time you decide to withdraw yourself and your child from this research project, please notify a 
member of the research team. If you do withdraw consent during the research project, the researchers 
will not collect additional personal information from you, although personal information already collected 
will be retained to ensure that the results of the research project can be measured properly and to comply 
with law. You should be aware that data collected by the researchers up to the time of withdrawal will 
form part of the research project results. If you do not want them to do this, you must tell them before you 
join the research project. 
 
Part 2: How is the research project being conducted? 
 
1. What will happen to information collected about me and my child? 
 
By signing the consent form you consent to the researchers collecting and using personal information 
about you and your child for the research project. Any information obtained in connection with this 
research project that can identify you or your child will remain confidential in line with Karitane’s standard 
policies. During the course of the study, questionnaires will be stored securely at The University of 
Sydney and Karitane in locked cabinets. Digital video recordings will be stored on password-protected 
computers and external storage devices at Karitane, which will be housed in locked rooms. All data will 
be accessible only to authorised personnel. 
 
Your information will only be used for the purpose of this research project and it will only be disclosed with 
your permission, except as required by law. Any information gathered, including video recordings, will be 
kept until your child is 25 years old, at which time it will be destroyed. 
 
It is anticipated that the results of this research project will be published in Master of Science 
dissertations, scientific journals and presented at research forums. In any publication and/or presentation, 
information will be presented in such a way that the participant cannot be identified. Information will be 
pooled together and analysed anonymously, allowing the researchers to examine general trends rather 
than individual cases. 
 
In accordance with relevant Australian and/or New South Wales privacy and other relevant laws, you 
have the right to request access to the information collected and stored by the research team about you 
or your child. You also have the right to request that any information with which you disagree be 
corrected. Please contact the research team member named at the end of this document if you would like 
to access this information. 
 
2. Who is organising and funding the research? 
 
This research project is being conducted by Dr David Hawes and is being funded by The University of 
Sydney. No member of the research team will receive a personal financial benefit from your involvement 
in this research project (other than their ordinary wages). 
 
3. Who has reviewed the research project? 
 
All research in Australia involving humans is reviewed by an independent group of people called a Human 
Research Ethics Committee (HREC).  The ethical aspects of this research project have been approved by 
the HREC of the South Western Sydney Local Health District.  
This project will be carried out according to the National Statement on Ethical Conduct in Human 
Research (2007). This statement has been developed to protect the interests of people who agree to 
participate in human research studies. 
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4. Further information and who to contact 
 
 
5. Complaints contact person 
 
The conduct of this study at the Karitane Toddler Clinic has been authorised by the South Western 
Sydney Local Health District, any person with concerns or complaints about the conduct of this study may 
also contact the Research Governance Officer on (02) 8738 8304, email: 
research.support@sswahs.nsw.gov.au and quote project number 13/015. 
 
 
Thank you for taking the time to consider this study.  
If you wish to take part in it, please sign the attached consent form. 
This information sheet is for you to keep. 
Name Dr Jane Kohlhoff 
Position Karitane Research Coordinator, Clinical Psychologist 
Telephone 02 9794 2300 
Email Jane.Kohlhoff@sswahs.nsw.gov.au 
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CONSENT FORM  
 
Karitane Toddler Clinic 
 
Parenting, child temperament and behaviour 
 
1. I,.................................................................................................................  
 
of................................................................................................................  agree to 
participate in the study described in the Participant Information Statement attached to 
this form. 
I also agree to permit...................................................................., who is aged 
.......................years, to participate in the study described in the Participant 
Information Statement. 
 
2. I acknowledge that I have read the Participant Information Statement, which explains 
why I have been selected, the aims of the study and the nature and the possible risks 
of the investigation, and the statement has been explained to me to my satisfaction.  
 
3. Before signing this consent form, I have been given the opportunity of asking any 
questions relating to any possible physical and mental harm I might suffer as a result 
of my participation and I have received satisfactory answers.  
 
4. I understand that I can withdraw myself and my child from the study at any time 
without prejudice to my relationship to the Karitane Toddler Clinic, South Western 
Sydney Local Health District or The University of Sydney. 
  
5. I agree that research data gathered from the results of the study may be published, 
provided that I cannot be identified.  
 
6. I understand that if I have any questions relating to my participation in this research, I 
may contact Dr Jane Kohlhoff, Karitane Research Coordinator on telephone 9794 
2300, or Principal Investigator Dr David Hawes on telephone 9351 4068, who will be 
happy to answer them.  
 
7. I acknowledge receipt of a copy of this Consent Form and the Participant Information 
Statement.  
 
 
Signature of participant      Please PRINT name         Date 
 
 
_________________________ _______________________ _______________  
 
 
Signature of witness             Please PRINT name         Date 
 
 
_________________________ _______________________ _______________  
 
 
Signature of investigator  Please PRINT name         Date  
 
 
_________________________ _______________________ _______________  
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VIDEO CONSENT FORM  
 
Karitane Toddler Clinic 
 
Parenting, child temperament and behaviour 
 
1. I,................................................................................of................................................................. 
 
.......................................................................................................................... 
agree to be video-taped as part of the study described in the Participant Information 
Statement. I also agree to permit...................................................................., who is aged 
.......................years, to be video-taped as part of the study described in the Participant 
Information Statement. 
 
2. I acknowledge that I have read the Participant Information Statement, which explains why I 
have been selected, the aims of the study and the nature and the possible risks of the 
investigation, and the statement has been explained to me to my satisfaction.  
 
3. Before signing this consent form, I have been given the opportunity of asking any questions 
relating to any possible physical and mental harm I might suffer as a result of my participation 
and I have received satisfactory answers.  
 
4. I understand that I can withdraw from the study at any time without prejudice to my 
relationship to Karitane, South Western Sydney Local Health District or The University of 
Sydney. 
  
5. I agree that my child and I can be video-taped, provided that the video-taped material is not 
used for any purpose other than the research and my treatment, and that it is not viewed by 
anyone other than members of the research team and the clinical team at Karitane Toddler 
Clinic. 
 
6. I agree that research data gathered from the results of the study may be published, provided 
that I cannot be identified.  
 
7. I understand that if I have any questions relating to my participation in this research, I may 
contact Dr Jane Kohlhoff, Karitane Research Coordinator on telephone 9794 2300, or 
principal investigator Dr David Hawes on telephone 9351 4068, who will be happy to answer 
them.  
 
8. I acknowledge receipt of a copy of this Consent Form and the Participant Information 
Statement.  
 
Signature of participant      Please PRINT name         Date 
 
 
_________________________ _______________________ _______________  
 
 
Signature of witness             Please PRINT name         Date 
 
 
_________________________ _______________________ _______________  
 
 
Signature of investigator  Please PRINT name         Date  
 
 
_________________________ _______________________ _______________  
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Appendix F: Copies of Measures 
F1: Attribution Measure 
 
Parenting, Child Temperament and Behaviour 
DATE:__________ 
We would like you to read a series of scenarios describing child behaviours and answer 
questions about each of them. When answering the questions, please imagine it is you and 
your child in the scenario. Before you begin, however, please read the following 
information. 
Several of the questions reflect judgements people often make when looking for an 
explanation for why a child behaved as he/she did. For example, suppose you are walking 
down the street one day and you see a child fall down. In such a situation, you would 
probably wonder why this child fell down. Did he/she fall down because of feeling faint or 
dizzy (something about the child), or was it because of something about the situation, 
perhaps there was a crack in the sidewalk. You might also wonder whether the child could 
help falling, for example, did he/she fall because of being silly and trying to walk backwards 
(cause was within the child’s control), or was the action caused by something beyond the 
child’s control. 
 
Questions A and F have space for you to write your answer. All other questions require you 
to circle a number that represents your answer. Please answer all questions. 
Please read each scenario as if it were a new behaviour on a new day and try to vividly 
imagine you and your child in the scenario, even if the behaviour has not occurred 
for your child. 
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Something about 
the child                                                                      
Completely within 
the child’s control 
Upset                                                                      
Remember to imagine you and your child in the scenario, and answer all questions 
Situation 1 Your child and you have been reading a book together in bed. At the end of the 
story you tell your child it is time for bed. You child argues with you for over an hour about 
going to bed. 
A. Why would you think your child behaved this way? 
 
 
 
 
B. To what extent would your child’s behaviour be caused by something about him or her versus 
something about other people or the situation? (please circle a number) 
          .                                  
 
C. To what extent would your child’s behaviour be caused by something within his or her control? 
(please circle a number) 
          .                                  
 
D. To what extent would you feel upset or pleased by your child’s behaviour? (please circle a number) 
          .                                  
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Something about 
other people/the 
situation 
(Please write answer here) 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 
Not at all within the 
child’s control 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Pleased 
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Something about 
the child                                                                      
Completely within 
the child’s control 
Upset                                                                      
Remember to imagine you and your child in the scenario, and answer all questions 
Situation 2. Your child is playing in the lounge room while you prepare the dinner. You hear a 
crash, and discover your child has broken a valuable object they were told to stay away 
from. Your child does not feel bad or guilty though he/she has done something wrong. 
A. Why would you think your child behaved this way? 
 
 
 
 
B. To what extent would your child’s behaviour be caused by something about him or her versus 
something about other people or the situation? (please circle a number) 
          .                                  
 
C. To what extent would your child’s behaviour be caused by something within his or her control? 
(please circle a number) 
          .                                  
 
D. To what extent would you feel upset or pleased by your child’s behaviour? (please circle a number) 
          .                                  
 
E. What would you usually do in this situation? 
 
 
 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Something about 
other people/the 
situation 
(Please write answer here) 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 
Not at all within the 
child’s control 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Pleased 
(Please write answer here) 
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Something about 
the child                                                                      
Completely within 
the child’s control 
Upset                                                                      
Remember to imagine you and your child in the scenario, and answer all questions 
Situation 3 Your child and you are at the park. Your child is playing in the sandpit with a 
number of other children. You see your child start to hit and kick another child. 
A. Why would you think your child behaved this way? 
 
 
 
 
B. To what extent would your child’s behaviour be caused by something about him or her versus 
something about other people or the situation? (please circle a number) 
          .                                  
 
C. To what extent would your child’s behaviour be caused by something within his or her control? 
(please circle a number) 
          .                                  
 
D. To what extent would you feel upset or pleased by your child’s behaviour? (please circle a number) 
          .                                  
 
 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Something about 
other people/the 
situation 
(Please write answer here) 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 
Not at all within the 
child’s control 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Pleased 
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Something about 
the child                                                                      
Completely within 
the child’s control 
Upset                                                                      
Remember to imagine you and your child in the scenario, and answer all questions 
Situation 4. Your child and you are doing the grocery shopping at the supermarket. You walk 
down the confectionary aisle, and your child reaches for a chocolate bar. You tell your child 
no, and your child loses their temper. 
A. Why would you think your child behaved this way? 
 
 
 
 
B. To what extent would your child’s behaviour be caused by something about him or her versus 
something about other people or the situation? (please circle a number) 
          .                                  
 
C. To what extent would your child’s behaviour be caused by something within his or her control? 
(please circle a number) 
          .                                  
 
D. To what extent would you feel upset or pleased by your child’s behaviour? (please circle a number) 
          .                                  
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Something about 
other people/the 
situation 
(Please write answer here) 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 
Not at all within the 
child’s control 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Pleased 
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Something about 
the child                                                                      
Completely within 
the child’s control 
Upset                                                                      
Remember to imagine you and your child in the scenario, and answer all questions 
Situation 5. Your child and you are eating lunch when the telephone rings. You lean over to 
pick it up, and receive news so distressing you start to cry. Your child is unconcerned about 
your feelings, and keeps eating. 
A. Why would you think your child behaved this way? 
 
 
 
 
B. To what extent would your child’s behaviour be caused by something about him or her versus 
something about other people or the situation? (please circle a number) 
          .                                  
 
C. To what extent would your child’s behaviour be caused by something within his or her control? 
(please circle a number) 
          .                                  
 
D. To what extent would you feel upset or pleased by your child’s behaviour? (please circle a number) 
          .                                  
 
F. What would you usually do in this situation? 
 
 
 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Something about 
other people/the 
situation 
(Please write answer here) 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 
Not at all within the 
child’s control 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Pleased 
(Please write answer here) 
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Something about 
the child                                                                      
Completely within 
the child’s control 
Upset                                                                      
Remember to imagine you and your child in the scenario, and answer all questions 
Situation 6. Your child is playing a ball game with their sibling while you watch on. The 
sibling falls over, grazes their knee and starts to cry. Your child is unhelpful towards their 
sibling, and you go inside to get a bandaid. 
A. Why would you think your child behaved this way? 
 
 
 
 
B. To what extent would your child’s behaviour be caused by something about him or her versus 
something about other people or the situation? (please circle a number) 
          .                                  
 
C. To what extent would your child’s behaviour be caused by something within his or her control? 
(please circle a number) 
          .                                  
 
D. To what extent would you feel upset or pleased by your child’s behaviour? (please circle a number) 
          .                                  
 
F. What would you usually do in this situation? 
 
 
 
 
 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Something about 
other people/the 
situation 
(Please write answer here) 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 
Not at all within the 
child’s control 
1-----2-----3-----4-----5-----6-----7-----8-----9-----10 Pleased 
(Please write answer here) 
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F2: Child Behaviour Checklist 1.5-5 (CBCL; Achenbach & Rescorla, 2000) 
 
        CBCL 1.5-5 
 
Please fill out this form to reflect your view of the child’s behavior even if other people might not agree. 
Below is a list of items that describe children. For each item that describes the child now or within the past 2 
months, please circle 2 if the item is very true or often true of the child. Circle 1 if the item is somewhat or 
sometimes true of the child. If the item is not true of the child, circle the 0. Please answer all items as well as 
you can, even if some do not seem to apply to the child.  
 
DATE: __________ 
 
0= Not True (as far as you know) 1=Somewhat or Sometimes True 2=Very True or Often True
 
 
 
 
 
 
0 1 2 30. Easily jealous 
0 1 2 31. Eats or drinks things that are not 
food- don’t include sweets (describe): 
 
 
0 1 2 32. Fears certain animals, situations, or 
places (describe): 
 
 
0 1 2 33. Feelings are easily hurt 
0 1 2 34. Gets hurt a lot, accident-prone 
0 1 2 35. Gets in many fights 
0 1 2 36. Gets into everything 
0 1 2 37. Gets too upset when separated from 
parents 
0 1 2 38. Has trouble getting to sleep 
0 1 2 39. Headaches (without medical causes) 
0 1 2 40. Hits others 
0 1 2 41. Holds his/her breath 
0 1 2 42. Hurts animals or people without 
meaning to 
0 1 2 43. Looks unhappy without good reason 
0 1 2 44. Angry moods 
0 1 2 45. Nausea, feels sick (without medical 
cause) 
0 1 2 46. Nervous movements or twitching 
(describe): 
 
 
0 1 2 47. Nervous, highstrung, or tense 
0 1 2 48. Nightmares 
0 1 2 49. Overeating 
0 1 2 50. Overtired 
0 1 2 51. Shows panic for no good reason 
0 1 2 52. Painful bowel movements (without 
medical cause) 
0 1 2 53. Physically attacks people 
0 1 2 54. Picks nose, skin, or other parts of the 
body (describe): 
 
Be sure you answered all items. 
Then see other side 
0 1 2 1. Aches or pains (without medical 
cause; do not include stomach or 
headaches) 
0 1 2 2. Acts too young for age 
0 1 2 3. Afraid to try new things 
0 1 2 4. Avoids looking others in the eye 
0 1 2 5. Can’t concentrate, can’t pay attention 
for long 
0 1 2 6. Can’t sit still, restless or hyperactive 
0 1 2 7. Can’t stand having things out of place 
0 1 2 8. Can’t stand waiting; wants everything 
now 
0 1 2 9. Chews on things that aren’t edible 
0 1 2 10. Clings to adults or too dependent 
0 1 2 11. Constantly seeks help 
0 1 2 12. Constipated, doesn’t move bowels 
(when not sick) 
0 1 2 13. Cries a lot 
0 1 2 14. Cruel to animals 
0 1 2 15. Defiant 
0 1 2 16. Demands must be met immediately 
0 1 2 17. Destroys his/her own things 
0 1 2 18. Destroys things belonging to his/her 
family or other children 
0 1 2 19. Diarrhea or loose bowels (when not 
sick) 
0 1 2 20. Disobedient 
0 1 2 21. Disturbed by any change in routine 
0 1 2 22. Doesn’t want to sleep alone 
0 1 2 23. Doesn’t answer when people talk to 
him/her 
0 1 2 24. Doesn’t eat well (describe): 
 
 
0 1 2 25. Doesn’t get along with other children 
0 1 2 26. Doesn’t know how to have fun; acts 
like a little adult 
0 1 2 27. Doesn’t seem to feel guilty after 
misbehaving 
0 1 2 28. Doesn’t want to go out of home 
0 1 2 29. Easily frustrated 
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Be sure to answer all items 
 
0= Not True (as far as you know) 1=Somewhat or Sometimes True 2=Very True or Often True
 
 
 
 
 
 
 
 
 
 
 
 
 
0 1 2 79. Rapid shifts between sadness and 
excitement 
0 1 2 80. Strange behaviour (describe): 
 
 
0 1 2 81. Stubborn, sullen, or irritable 
0 1 2 82. Sudden changes in mood or feelings 
0 1 2 83. Sulks a lot 
0 1 2 84. Talks or cries out in sleep 
0 1 2 85. Temper tantrums or hot temper 
0 1 2 86. Too concerned with neatness or 
cleanliness 
0 1 2 87. Too fearful or anxious 
0 1 2 88. Uncooperative 
0 1 2 89. Underactive, slow moving, or lacks 
energy 
0 1 2 90. Unhappy, sad or depressed 
0 1 2 91. Unusually loud 
0 1 2 92. Upset by new people or situations 
(describe): 
 
 
0 1 2 93. Vomiting, throwing up (without 
medical cause 
0 1 2 94. Wakes up often at night 
0 1 2 95. Wanders away 
0 1 2 96. Wants a lot of attention 
0 1 2 97. Whining 
0 1 2 98. Withdrawn, doesn’t get involved with 
others 
0 1 2 99. Worries 
0 1 2 100. Please write any problems the child 
has that were not listed above. 
0 1 2   
 
0 1 2   
 
0 1 2   
 
Please be sure you have answered 
all items. 
 
 
 
 
 
 
 
 
 
0 1 2 55. Plays with own sex parts too much 
0 1 2 56. Poorly coordinated or clumsy 
0 1 2 57. Problems with eyes (without medical 
cause) (describe): 
 
 
0 1 2 58. Punishment doesn’t change his/her 
behaviour 
0 1 2 59. Quickly shifts from one activity to 
another 
0 1 2 60. Rashes or other skin problems 
(without medical cause) 
0 1 2 61. Refuses to eat 
0 1 2 62. Refuses to play active games 
0 1 2 63. Repeatedly rocks head or body 
0 1 2 64. Resists going to bed at night 
0 1 2 65. Resists toilet training (describe): 
 
 
0 1 2 66. Screams a lot 
0 1 2 67. Seems unresponsive to affection 
0 1 2 68. Self-conscious or easily embarrassed 
0 1 2 69. Selfish or won’t share 
0 1 2 70. Shows little affection toward people 
0 1 2 71. Shows little interest in things around 
him/her 
0 1 2 72. Shows too little fear of getting hurt 
0 1 2 73. Too shy or timid 
0 1 2 74. Sleeps less than most kids during day 
and/or night (describe): 
 
 
0 1 2 75. Smears or plays with bowel 
movements 
0 1 2 76. Speech problem (describe): 
 
 
0 1 2 77. Stares into space or seems 
preoccupied 
0 1 2 78. Stomachaches or cramps (without 
medical cause) 
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F3: Antisocial Process Screening Device (APSD; Frick & Hare, 2001) 
 
 
 
 
APSD+SDQ  
 
 
Please read each statement and decide how well it describes your child. 
Mark your answer by circling the appropriate number (0-2) for each statement. 
 
DATE: __________ 
  
Not at  
all true   
Sometimes 
true 
Definitely 
True 
1 Blames others for his/her mistakes 0 1 2 
2 Intentionally breaks important rules 0 1 2 
3 Seems motivated to do his/her best in structured activities 0 1 2 
4 Acts without thinking of the consequences 0 1 2 
5 His/her emotions seem shallow and not genuine 0 1 2 
6 Lies easily and skillfully 0 1 2 
7 Is good at keeping promises 0 1 2 
8 Brags excessively about his/her abilities, accomplishments, or possessions 0 1 2 
9 Gets bored easily 0 1 2 
10 Uses or “cons” other people to get what he/she wants 0 1 2 
11 Teases or makes fun of other people 0 1 2 
12 Feels bad or guilty when he/she does something wrong 0 1 2 
13 Engages in risky or dangerous things 0 1 2 
14 Will act nice to others in order to get something he/she wants 0 1 2 
15 Becomes angry when corrected or punished 0 1 2 
16 Seems to think that he/she is better or more important than other people 0 1 2 
17 Always puts things off until the “last possible minute” 0 1 2 
18 Is concerned about the feelings of others 0 1 2 
19 Does not show feelings or emotions 0 1 2 
20 Keeps the same friends 0 1 2 
21 Considerate of other people's feelings 0 1 2 
22 Shares readily with other children (treats, toys, pencils etc) 0 1 2 
23 Generally obedient, usually does what adults request 0 1 2 
24 Helpful if someone is hurt, upset or feeling ill 0 1 2 
25 Often fights with other children or bullies them 0 1 2 
26 Kind to younger children 0 1 2 
27 Often lies or cheats 0 1 2 
28 Often volunteers to help others (parents, teachers, other children) 0 1 2 
29 Steals from home or elsewhere 0 1 2 
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F4: Parenting Scale (PS; Arnold et al.,, 1993) 
 
 
 
Parenting Scale 
 
 
Parents have many different ways or styles of dealing with child misbehaviour.  
For each item, fill in the circle that best describes your style of parenting during the past two 
months with your toddler. 
 
DATE: ___________ 
 At meal time… 
I let my child decide how much to eat 
 

 
I decide how much my child eats 
 
1 When I’m upset or under stress… 
I am picky and on my child’s back  I am no more picky than usual 
2 When my child misbehaves… 
I usually get into a long  argument with my child  I don’t get into an argument 
3 When my child misbehaves… 
I raise my voice or yell  I speak to my child calmly 
4 When I want my child to stop doing something… 
I firmly tell my child to stop  I coax or beg my child to stop 
5 After there’s been a problem with my child… 
I often hold a grudge  things get back to normal quickly 
6 When my child does something I don’t like… 
I do something about it every time it happens  I often let it go 
7 When there is a problem with my child… 
things build up and I do things I don’t mean to do  things don’t get out of hand 
8 When my child misbehaves, I spank, slap, grab, or hit my child… 
never or rarely  most of the time 
9 When my child doesn’t do what I ask… 
I often let it go or end up doing it myself  I take some other action 
10 If saying “No” doesn’t work… 
I take some other kind of action  
I offer my child something nice  
so he/she will behave 
11 When my child misbehaves… 
I rarely use bad language or curse  I almost always use bad language 
12 When my child does something I don’t like, I insult my child, say mean things, or call child names 
never or rarely  most of the time 
13 If my child gets upset when I say “No”… 
I back down and  give in to my child  I stick to what I said 
  EXAMPLE 
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F5: Edinburgh Postnatal Depression Scale (EPDS; Cox, Holden & Sagovsky, 1987) 
INSTRUCTIONS: Please select the answer that comes closest to how you have felt 
in the past 7 days:  
1. I have been able to laugh and see the funny side of things.  
o As much as I always could 
o Not quite so much now 
o Definitely not so much now 
o Not at all 
2. I have looked forward with enjoyment to things.  
o As much as I ever did 
o Rather less than I used to 
o Definitely less than I used to 
o Hardly at all 
3. I have blamed myself unnecessarily when things went wrong.  
o Yes, most of the time 
o Yes, some of the time 
o Not very often 
o No, never 
4. I have been anxious or worried for no good reason.  
o No not at all 
o Hardly ever 
o Yes, sometimes 
o Yes, very often 
5. I have felt scared or panicky for no very good reason.  
o Yes, quite a lot 
o Yes, sometimes 
o No, not much 
o No, not at all 
6. Things have been getting on top of me.  
o Yes, most of the time I haven’t been able to cope at all 
o Yes, sometimes I haven’t been coping as well as usual 
o No, most of the time I have coped quite well 
o No, I have been coping as well as ever 
7. I have been so unhappy that I have had difficulty sleeping.  
o Yes, most of the time 
o Yes, sometimes 
o Not very often 
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o No, not at all 
8. I have felt sad or miserable.  
o Yes, most of the time 
o Yes, sometimes 
o Not very often 
o No, not at all 
9. I have been so unhappy that I have been crying.  
o Yes, most of the time 
o Yes, quite often 
o Only occasionally 
o No, never 
10. The thought of harming myself has occurred to me.  
o Yes, quite often 
o Sometimes 
o Hardly ever 
o Never 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
